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CRITICISM  OF  DRUG  ADVERTISEMENTS 

If  . . . the  doctor,  when  he  comes  across  an  ad  he  doesn’t  like,  would  take 
the  time  to  write  to  the  drug  house  responsible,  a letter  or  even  a postal  card 
indicating  his  objections,  the  results  would  surprise  him.  As  far  as  the  physician 
is  concerned,  the  pharmaceutical  industry  is  much  like  Sweet  Alice  in  the  poem 
“Ben  Bolt.”  As  you  remember,  she  “wept  with  delight  when  you  gave  her  a 
smile  and  trembled  with  fear  at  your  frown.”  At  SK&F,  when  we  get  a critical 
letter  from  a doctor,  we  really  turn  the  place  upside  down. — Francis  Boyer 
Chairman  of  the  Board,  Smith  Kline  & French  Laboratories,  in  New  York 
Academy  of  Medicine  Bulletin,  March  1962. 
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SCHOOL  HEALTH+ 


* A statement  of  the  broad,  general  principles 
covering  school  health  policies  and  relationships 
between  the  home,  the  school  and  the  medical 
profession  in  promoting  the  health  of  the  school 
aged  child. 


W.  W.  Bauer,  M.D. 


I would  like  to  express  my  appreciation 
to  those  who  invited  me  here.  It  is  a privi- 
lege to  come  here  and  I have  waited  a long 
time  for  it.  As  a matter  of  fact,  I have 
been  in  my  present  position  for  about 
twenty-nine  years  and  this  is  my  first  op- 
portunity to  visit  your  state  officially.  The 
question  that  has  been  assigned  to  me  is 
an  interesting  one;  it  goes  back  a long  way. 
I suppose  that  many  of  us  do  not  realize 
that  the  first  school  physician  was  appoint- 
ed in  Germany  in  1870.  Most  of  us  think 
of  1870  as  the  Franco-Prussia  War.  Well 
there  were  other  things  going  on  besides 
war  even  in  those  days. 

The  first  school  physician  was  appointed 
in  the  United  States  in  the  city  of  New 
York  in  1892.  I remember  as  a child  in 
the  city  of  Milwaukee,  which  at  that  time 
had  a population  of  about  250,000,  that  the 
city  was  very  proud  of  having  a school 
physician.  His  main  job  was  to  vaccinate 
children  against  smallpox. 

Dr.  Bauer,  until  recently,  has  been  Director,  Department  of 
Health  Education  for  the  American  Medical  Association  and 
was  editor  of  "Today’s  Health"  until  1958. 

I Adapted  from  an  address  made  at  the  Delaware  Academy  of 
Medicine’s  School  Health  Symposium  under  the  auspices  of  the 
Medical  Society  of  Delaware. 


I can  remember  also  my  father’s  indig- 
nation when  a notice  was  sent  home  saying 
that  the  children  at  school  would  soon  be 
vaccinated  by  the  school  physician  and 
asking  him  to  sign  a permission  card.  My 
father,  with  some  trimmings  which  I will 
not  repeat  here,  said  that  when  it  became 
time  for  his  children  to  be  vaccinated  he 
would  make  the  decision.  He  would  choose 
the  doctor  to  vaccinate  them  and  no  city 
doctor  was  going  to  vaccinate  his  children. 

I mention  that  because  it  leads  up  to 
my  first  point,  that  the  responsibility  of 
the  physician  in  the  development  of  school 
health  policies  is  not  a primary  respon- 
sibility but  a secondary  one.  Because,  the 
primary  responsibility  for  the  development 
of  school  health  policies  for  the  health  of 
school  children  rests  upon  the  home  and 
the  community.  The  responsibility  for  the 
health  of  the  individual  school  child  is  a 
responsibility  of  the  family  in  conjunction 
with  its  medical  and  dental  advisers.  And 
the  establishment  of  school  health  policies 
is  one  for  the  people  of  a community — 
through  their  elected  representatives  or 
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through  such  private  schools  as  they  may 
wish  to  organize  for  their  own  purposes 
under  the  broad  freedoms  granted  in  our 
constitution. 

This  is  not  purely  an  academic  point.  It 
is  a point  of  tremendous  importance.  I 
have  had  pointed  out  to  me  several  times, 
the  statue  of  one  of  your  pioneer  citizens 
who  rose  from  his  sick  bed  and  galloped  to 
Philadelphia  to  sign  the  Declaration  of 
Independence.  It  reminds  me  of  the  fact 
that  we  need  a good  many  more  Declara- 
tions of  Independence  in  this  country  to- 
day; a good  deal  more  assumption  of  the 
personal  responsibilities  which  our  pioneer 
forefathers  accepted  and  for  which  they 
fought.  We  need  a great  deal  less  of  saying 
that  this  is  the  responsibility  of  govern- 
ment.. 

I was  reading  not  so  long  ago  of  a situa- 
tion in  which  a number  of  young  people 
got  into  difficulties  through  sexual  trans- 
gressions. Some  of  their  parents  were  called 
into  the  juvenile  court  and  were  bitterly 
indignant  that  the  schools  had  done  nothing 
to  instruct  and  motivate  these  young  peo- 
ple in  the  right  kind  of  behavior;  totally 
forgetting  the  fact  that  this  is  the  respon- 
sibility of  the  home;  that  the  school  cannot 
be  expected  to  take  the  place  of  the  home. 
And  so  that  is  the  first  point  I would  like 
to  make. 

A Three-Way  Responsibility 

The  responsibilty  for  the  health  of  the 
school-age  child  is  a three-way  responsi- 
bility. First  the  home,  second  the  school, 
third  the  medical  profession.  This  is  of 
gi-eat  importance  in  our  whole  philosophy 
of  living.  Now  the  school,  of  course,  has  a 
responsibility  too.  I hope  I am  not  stealing 
any  thunder  from  subsequent  speakers.  I 
know  they  will  touch  upon  this  point  per- 
haps from  a different  viewpoint.  I want 
to  point  out  to  you  that  the  school  has  a 
dual  responsibility  with  regard  to  the  health 
of  the  child.  First,  it  has  the  responsibility 
of  educating  the  child.  Remembering  that 
this  is  the  first  responsibility,  sometimes 
helps  us  to  decide  minor  questions  of  de- 
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tail  or  questions  of  administrative  decision. 
Activity  in  the  school  in  relation  to  health 
is  out  of  order  unless  it  has  educational 
significance.  That  applies  to  almost  any- 
thing that  you  do  in  the  schools.  It  cer- 
tainly applies  to  the  health  education  values 
of  school  health  examinations.  And  obvi- 
ously to  the  health  education  values  of 
health  instruction.  You  might  say  that 
the  emergency  care  of  the  child  who  falls 
ill  in  school  is  not  an  educational  function 
but  if  it  isn’t  made  an  educational  function 
then  you  are  missing  an  opportunity  in 
integrating  your  health  instruction. 

The  Obligation  Of  Schools 

Schools  then,  have  first  the  opportunity 
and  obligation  to  educate.  They  have  also 
the  obligation  to  preserve  against  possible 
harm  from  environmental  factors  and  from 
contact  with  persons  whose  mental  and 
emotional  adjustments  may  have  unfavor- 
able repercussions  upon  others,  the  child 
who  came  to  school  on  a compulsory 
basis  under  the  law.  But  the  school  has 
more  than  obligations,  it  has  opportunities. 
The  opportunities  are  to  assume  the  leader- 
ship and  to  uphold  the  home  in  assuming 
its  responsibilities.  I’ve  gone  into  the 
question  of  the  responsibility  of  the  school 
to  this  extent  because  I needed  it  as  a 
background  to  discuss  the  responsibilities 
of  the  physician. 

I am  coming  to  this  point  a bit  belatedly. 
We  need  to  look  at  the  physician  from  two 
angles.  There  is  first  the  physician  in  his 
relationship  to  the  family  as  a family  medi- 
cal advisor,  a person  who  treats  the  family 
in  illness  and  also  more  and  more  a person 
who  helps  the  family  preserve  its  health. 
This  is  the  physician-patient  relationship 
about  which  we  hear  so  much  and  which 
is  founded  on  the  responsibility  of  the 
home  and  the  independence  of  the  individ- 
ual in  relation  to  his  own  personal  health 
within  the  limitations  of  law  and  of  proper 
regard  for  the  welfare  of  his  fellow  human 
beings. 

Then  we  have  the  other  aspect  of  the 
physician — which  is  the  physician  in  his 
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capacity  as  a citizen.  This  is  again  a dual 
concept  because  the  physician  in  his  re- 
lationship to  citizenship  is  an  individual 
but  in  his  organizations  such  as  the  county 
medical  society,  the  Academy  of  Medicine, 
the  state  medical  society,  the  American 
Medical  Association,  becomes  part  of  a 
group  and  a specially  qualified  group.  Now 
in  a nutshell,  the  responsibilities  of  this 
specially  qualified  group  are  to  use  its  quali- 
fications, its  “know  how”  and  its  special 
skills  and  capacities  for  the  best  interests 
of  the  community.  And  part  of  that  is  the 
development  of  school  health  policies.  Ob- 
viously such  policies  are  set  by  the  board 
that  governs  the  schools,  whether  these  be 
public,  private  or  parochial.  The  citizen 
can  have  an  impact  upon  these  bodies  only 
by  showing  them  what  his  ideas  are  and 
by  establishing  the  correctness  of  these 
ideas.  The  same  holds  true  for  the  physi- 
cian. Physicians  recognized  this  responsi- 
bility a long  time  ago. 

Committees 

In  1911,  a lot  of  interesting  things  hap- 
pened. I had  an  occasion  not  so  long  ago 
to  go  back  to  1911,  because  in  1961,  the 
Joint  Committee  of  the  National  Educa- 
tional Association  of  the  American  Medical 
Association,  will  observe  its  golden  anni- 
versary. I suppose  you  have  heard  many 
definitions  of  “committees.”  I have  heard 
a committee  defined  as  a body  that  wastes 
hours  and  keeps  minutes.  I have  heard  it 
defined  also  as  the  group  of  the  incompe- 
tent, appointed  by  the  indifferent,  to  discuss 
the  inconsequential.  I have  heard  indi- 
rectly, a committee  defined  by  implication, 
when  an  individual  was  asked  to  describe 
a camel  and  he  said,  “Well,  I don’t  know 
just  how  to  describe  a camel  except  maybe 
it  looks  like  a horse  put  together  by  a com- 
mittee.” 

Any  of  you  who  have  served  on  com- 
mittees know  that  the  average  committee 
gravitates  into  a one-man  activity  or  one- 
woman  activity  with  the  rest  of  the  people 
doing  nothing  and  taking  all  they  can  get 
of  the  credit.  I mention  this  because  our 


Joint  Committee  with  the  National  Educa- 
tion Association  isn’t  anything  like  that. 
It  has  existed  for  a half  a century,  and  it 
is  the  most  spritely  youngster  today  that 
you  ever  saw  at  the  age  of  fifty,  and  that 
is  because  it  has  been  kept  constantly 
alive  with  new  blood  and  has  been  kept 
constantly  facing  challenges  and  problems. 
I look  for  it  to  do  the  same  thing  for  an- 
other half  century. 

In  1911  then,  a committee  was  organized 
in  the  educational  groups  and  a committee 
was  organized  by  the  American  Medical 
Association.  The  two  committees  for  a 
while  met  together  and  communicated  with 
each  other.  But  very  soon  they  were  merged 
under  the  chairmanship  of  a distinguished 
gentleman  who  was  both  physican  and 
educator.  Doctor  Thomas  Dennison  Wood 
of  Columbia  University.  Doctor  Wood 
functioned  as  Chairman  for  twenty-seven 
years  until  he  retired  in  1938  and  since 
that  time  the  Chairmanship  has  been  ro- 
tated by  election  every  year.  I mention 
this  background  because  it  shows  the  long 
history  of  cooperation  between  physicians 
and  school. 

Responsibility  Of  The  Local  Community 

Some  of  the  early  deliberations  of  this 
committee  would  interest  you  very  greatly. 
I recall  one  title  which  goes  something  like 
this.  “The  Responsibility  of  the  State  in 
the  Inspection  of  School  Children.”  But 
now  we  don’t  talk  about  inspection  of  school 
children  anymore  and  the  responsibility  of 
the  state  in  this  matter  has  been  largely 
superseded  by  the  responsibility  of  the  local 
community.  In  the  early  days  we  talked 
about  the  sanitation  of  school  buildings. 
Today  we  take  the  sanitation  of  school 
buildings  for  granted. 

Times  change.  The  lighting  in  school 
buildings  was  a discussion  of  the  early  com- 
mittees. In  those  days  they  were  talking 
about  the  inadequate  lighting  and  in  these 
days  we  sometimes  think  that  there  has 
been  too  much  enthusiasm  on  the  part  of 
the  electrical  engineers  and  we  have  more 
lighting  in  the  school  room  than  we  actually 
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need.  But  we  do  have  this  in  common, 
that  even  today  we  sometimes  get  school 
rooms  improperly  lighted.  These  matters 
were  a source  of  concern  to  physicans  in 
those  days  as  well  as  they  were  to  educa- 
tors— and  they  should  be  a source  of  con- 
cern to  physicians  these  days.  Many 
problems  in  school  administration  have  a 
strong  medical  flavor.  The  question  has 
been  raised  for  example  shall  we  dispense 
medicines  in  the  schools  even  the  “simple 
medicines?”  Well,  when  you  say  simple 
medicines  you  raise  a difficult  problem  for 
the  physician  to  say  just  what  is  a simple 
medicine  and  just  where  do  we  stop.  Where 
do  we  draw  the  line  between  simple  medi- 
cines and  complex  medicines?  Where  do 
we  draw  the  line  between  the  judgement 
of  the  nurse,  or  teacher  in  giving  a simple 
medicine,  if  we  could  define  it,  to  a person 
who  suffers  from  an  undiagnosed  illness. 
So  we  as  physicians  believe  that  the  dis- 
pensing of  medicines  in  the  schools  should 
be  discontinued  if  it  is  in  force  and  should 
not  be  started  if  it  is  not. 

The  Perennial  Problem 

There  are  many  other  problems.  There 
is  the  perennial  problem — you’ve  all  had 
it.  How  shall  we  decide  whether  a child 
takes  physical  education  or  not?  Little 
Marjorie  comes  to  school  with  a note  from 
her  doctor  saying  that  this  child  is  too  frail 
to  partake  of  the  rough,  rude,  and  uncouth 
process  of  physical  education.  She  will 
probably  break  into  perspiration.  She  will 
undoubtedly  disturb  her  permanent,  so 
she  gets  an  excuse  from  the  doctor.  Now 
why  did  the  doctor  give  this  excuse?  Well 
the  chances  are  he  gave  this  excuse  be- 
cause he  was  badgered  into  it  by  Marjorie’s 
determined  Momma.  But  there  is  a remedy 
for  that  you  know.  It’s  the  same  remedy 
that  there  is  for  the  youngsters  who  comes 
to  his  father  and  says  “for  petesakes  dad, 
why  can’t  I have  the  car,  every  other  kid 
my  age  got  the  car?”  If  dad  checks  up 
with  the  parents  of  other  kids  the  same 
age,  he’ll  find  that  that  just  isn’t  so,  or  if 
it  is  so,  it  wouldn’t  have  to  be  so,  if  parents 
would  get  together  and  decide  when  the 


teenagers  can  have  the  car,  when  they  can’t, 
where  they  can  go  with  it,  and  what  kind 
of  things  they  can  do  with  it. 

It’s  the  same  answer  for  doctors.  If 
they  will  get  together  and  say  that  this  is 
a good  physical  education  program  we  have 
in  the  schools — and  of  course  it  has  to  he 
a good  physical  education  program — and 
then  say  we  wiU  not  give  excuses  for  flimsy 
reasons  or  no  reasons  at  all.  When  I say 
a good  physical  education  program,  I mean 
one  that  takes  into  account  the  differences 
between  children,  the  wide  range  of  chil- 
dren from  those  whose  physical  education 
perhaps  should  be  nothing  more  than  super- 
vised rest  on  the  one  hand  to  those  who 
are  capable  of  the  full  range  of  competitive 
athletics  on  the  other. 

Those  are  some  of  the  responsibilities 
of  the  physician.  In  broad  terms  they  are 
to  advise  and  to  assist  the  school  officials 
in  the  determination  of  policies  with  health 
and  medical  implications.  Take  the  ques- 
tion of  the  child  taken  suddenly  ill  in  the 
school  or  on  the  school  grounds.  What  shall 
we  do  about  that  child?  After  long  deliber- 
ation with  physicians  and  educators,  we 
advise  that  one  primary  thing  to  do  before 
the  emergency  occurs  is  to  provide  for  every 
child  a card  which  bears  the  address  and 
telephone  number  of  the  parents  at  home 
and  information  where  they  can  be  reached 
at  work.  If  that’s  impossible  an  alternate 
relative  or  neighbor  plus  the  name  of  the 
physician  of  choice  and  alternate  physician 
of  choice  and  the  hospital  of  choice  if  there 
is  more  than  one  hospital.  So  that  never 
will  a child  be  literally  suspended  in  space 
in  an  emergency  with  no  place  to  take  that 
child.  If  you  have  that  kind  of  an  ar- 
rangement then  you  don’t  have  to  debate 
very  long  as  to  how  extensive  your  facilities 
in  the  school  need  to  be  for  first  aid. 

The  Question  Of  Antiseptics 

The  question  has  been  raised  and  it  was 
raised  in  a conference  yesterday,  “How  far 
shall  we  go  in  the  use  of  antiseptics?”  Shall 
we  have  a wide,  a broad  range  of  antisep- 
tics from  iodine  on  the  one  hand  which  can 
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be  dangerous,  to  hydrogen  peroxide  on  the 
other  hand  which  is  merely  bubbly  and 
useless  or  shall  we  simply  follow  the  Red 
Cross  Manual  and  wash  minor  cuts  with 
soap  and  water?  We  sort  of  get  the  notion 
that  things  have  to  be  complicated  and 
highly  “scientific,”  and  I put  that  word  in 
quotes.  Sometimes  the  simplest  and  most 
sensible  things  are  the  things  that  you  can 
do  without  harm. 

A question  was  raised  shall  a nurse  take 
splinters  out  of  a child’s  hand.  The  proba- 
bilities are,  as  one  physician  in  the  confer- 
ence said,  you  can  do  it  10,000  times  and 
nothing  will  go  wrong  but  you  might  do  it 
only  once  and  get  a severe  infection.  It  is 
not  fair  to  put  that  responsibility  on  the 
nurse.  There  are  many  such  things  as  that. 
Perhaps  one  of  the  most  common  and  one 
of  the  most  dangerous  procedures  carried 
out  by  lay  persons  not  only  in  schools  but 
in  the  home  is  taking  foreign  bodies  out  of 
the  eye,  which  can  be  an  invitation  to  a 
comeal  ulcer  and  permanent  impairment 
of  sight.  There  is  only  one  safe  thing  to 
do,  with  a youngster  who  has  a foreign 
body  in  his  eye  and  that  is  to  wash  that 
eye  with  plain  tap  water  and  an  eye  drop- 
per. Somebody  says,  Oh  but  the  corner  of 
a handkerchief  can’t  do  any  harm!  It 
can!  And  people  just  don’t  seem  to  realize 
that  because  you  can  get  away  with  things 
again  and  again  they  nevertheless  contain 
an  element  of  danger. 

Dressings 

The  question  of  dressings.  Too  much 
time  of  too  many  nurses  in  too  many 
schools  is  spent  replacing  dressings  with 
which  they  ought  to  have  nothing  to  do 
unless  a dressing  is  accidentlly  displaced 
in  the  course  of  play  or  rough-house  and 
has  to  be  replaced.  The  daily  routine  dress- 
ing of  wounds  in  the  school  is  not  an  ap- 
propriate activity  for  a school  nurse.  Em- 
ergency care  consists  properly  of  the  mini- 
mum that  you  can  do  to  relieve  pain,  to 
prevent  further  injury,  and  to  save  loss  of 
life.  That  raises  another  question  asked 
me  some  years  ago;  “Don’t  you  think  that 
every  school  ought  to  have  one  person 


trained  in  first-aid?”  And  I said,  “ I think 
every  school  ought  to  have  every  adult  per- 
son trained  in  first  aid.”  Because  if  you’ve 
got  only  one,  the  perversity  of  events  would 
frequently  result  in  that  one  person  being 
either  injured  or  unavailable  when  you 
needed  him  or  her.  When  you  have  a 
large  number  of  children,  and  a consider- 
able number  of  adults,  you  need  everybody 
trained  in  first  aid.  We  must  remember 
that  we  have  some  responsibility  to  teachers 
and  other  school  personnel  as  well  as  the 
students.  We  must  also  face  the  possibility 
of  enemy  action.  We  cannot  overlook  the 
possibility  of  tornadoes.  One  person  trained 
in  first  aid  constitutes  a very  slender  reli- 
ance indeed.  The  function  of  the  physi- 
cian is  to  stand  by  the  school  and  answer 
these  questions  that  arise  in  the  minds  of 
the  school  superintendent,  of  the  super- 
visors, the  teachers;  to  advise  and  to  help 
to  establish  policies.  How  can  you  do 
that?  At  the  national  level  we  do  it  through 
our  Joint  Committee  with  our  National 
Education  Association.  The  Joint  Com- 
mittee meets  only  once  a year  but  it  is  in 
constant  communication  by  correspondence 
and  not  infrequently  by  telephone.  It  is  an 
alive,  active,  functioning  committee  that 
never  rests.  We  do  it  through  our  bien- 
nial Conferences  on  Physicans  and  Schools 
which  are  held  in  Chicago  every  two  years. 
Here  representatives  of  state  medical 
societies,  state  departments  of  education, 
and  state  departments  of  health  convene. 
For  three  solid  days  they  slug  out  the 
answers  to  these  questions.  At  the  last 
conference,  we  chose  with  deliberate  malice 
aforethought  the  seven  thorniest  and 
knottiest  questions  that  we  could  think  of, 
and  we  discussed  the  pros  and  cons  of  these 
questions.  We  actually  persuaded  someone 
to  put  up  an  argument  that  the  health 
examination  of  the  school  child  was  not 
worthwhile.  He  didn’t  believe  a word  of 
his  argument,  but  he  put  up  a good  argu- 
ment and  then  we  adjourned  into  small 
groups  and  we  discussed  these  questions. 

When  the  school  health  program  was  first 
instituted  I examined  hearts  through  two 
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layers  of  underwear,  a shirt  and  a sweater.  I 
was  supposed  to  make  a record  of  the  con- 
dition of  that  child’s  heart.  Moreover,  I 
had  five  minutes  in  which  to  make  a com- 
plete examination,  and  record  it,  with  no 
help  because  the  nurse-doctor  service  to 
this  school  was  staggered.  On  the  day  the 
nurse  was  in  the  school,  the  doctor  wasn’t 
and  vice-versa.  That  was  the  school  health 
program  in  the  year  1920.  And  I functioned 
in  it. 

If  you  are  going  to  do  a school  health 
examination,  the  least  you  can  do  is  to  do 
it  right.  I would  rather  see  a hundred 
good  examinations,  than  a thousand  bad 
ones.  A bad  examination  is  not  only  bad 
medicine,  it  is  bad  education,  and  it  is  bad 
public  health.  So  the  question  has  been 
placed  before  us  how  often  does  the  child 
need  a periodic  health  examination?  Every 
year?  If  we  could  have  all  the  personnel 
we  needed,  all  the  time  we  needed  and  that 
means  all  the  money  we  needed,  then  I 
would  say  this  would  be  ideal.  If  you  have 
a child  who  has  been  examined  and  you 
know  what’s  wrong  with  him,  and  you  are 
working  on  the  parents  to  try  and  get  them 
to  do  something  about  him,  what  point  is 
there  in  putting  that  child  through  another 
examination  to  find  out  the  same  thing  that 
you  already  know.  We  should  have  at  the 
same  time,  all  the  personnel  we  require  for 
the  follow-through,  and  please,  I don’t  say 
follow-up,  I use  the  golfer’s  term  follow- 
through,  because  it  isn’t  enough  to  follow- 
up. You’ve  sometimes  got  to  pound  on 
these  corrections  of  defects  and  the  meet- 
ing of  a child’s  health  needs  almost  unceas- 
ingly before  you  get  them  accomplished. 
We  have  placed  false  emphasis  on  numbers. 
If  you  can’t  examine  every  child  every  year, 
then  examine  every  child  every  two  years  or 
three  years.  And  if  you  can’t  do  that  then 
do  what  may  be  even  better,  don’t  even 
try  routine  examinations  but  examine 
those  children  who  by  referral  from 
teachers,  principals,  coaches,  parents  or 
supervisors,  show  indications  of  a need  for 
attention. 


Nurses  Can  Be  Suspecticians 

It  has  been  said  many  times  of  course, 
that  teachers  and  nurses  should  not  be 
diagnosticians;  that  it  isn’t  fair  to  ask 
them  to  make  a diagnosis,  well  of  course 
it  isn’t.  But  I am  going  to  repeat  and  if 
those  who  are  present  in  the  conference 
last  night  will  pardon  the  repetition,  I am 
going  to  repeat  the  answer  of  my  friend 
Doctor  Leon  Banoff,  who  is  health  officer  of 
the  city  of  Savannah,  Georgia.  When  he 
was  asked  about  nurses  being  diagnosti- 
cians, he  said,  “No,  they  should  not  be.” 
Then  he  was  asked  “What  should  they  be?” 
He  said,  “They  can’t  be  diagnosticians  but 
they  can  be  suspecticians.”  A suspectician 
is  a person  of  adult  years,  mature  judge- 
ment, and  either  educational,  nursing  or 
other  professional  training  who  has  the 
good  sense  to  see  that  a given  child  is  not 
in  a fit  condition  to  be  attending  school. 
That  is  all  that  is  necessary  to  determine 
referral  for  a diagnosis.  Some  of  the  criteria 
will  be  a child  in  pain,  a child  with  a fever, 
a child  with  a skin  rash,  a child  with  an  up- 
set stomach,  a child  with  the  diarrhea,  a 
child  whose  behavior  is  abnormal,  the  well- 
behaved  child  who  becomes  cantankerous, 
the  vivacious  child  who  becomes  lethargic, 
any  children  who  do  not  act  like  them- 
selves. These  are  the  ones  to  be  referred.  It 
is  advisable  in  view  of  our  concept  of  the 
responsibility  of  the  parent,  that  the  health 
examination  of  the  school  child  be  done 
wherever  possible  by  the  family  physician 
and  the  dentist  and  reported  to  the  school 
in  such  terms  as  will  enable  the  school  to 
treat  this  child  educationally,  intelligently, 
and  without  necessarily  revealing  the 
child’s  entire  medical  history,  which  is  after 
all  ethically  a matter  between  the  family 
and  the  physician.  We  realize  that  this  is 
ideal,  we  cannot  reach  it  everywhere,  per- 
haps we  cannot  reach  it  a hundred  per 
cent  anywhere,  but  in  districts,  where 
parents  are  financially  capable,  education- 
ally competent,  and  presumably  properly 
motivated  toward  their  children  this  is  the 
method  of  choice.  It  is  the  least  expensive 
for  the  community,  it  is  the  most  satisfac- 
tory from  the  standpoint  of  child,  parent 
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and  school  and  it  offers  the  fewest  legal 
complications. 

The  Modifications 

There  will  be  all  sorts  of  modifications 
of  any  plan.  Schools  in  districts  that  are 
somewhat  mixed  in  economic  and  social 
status  may  find  it  necessary  to  have  a per- 
centage of  the  children  examined  in  schools. 
Some  school  districts  may  have  to  have 
them  all  examined  in  school.  But  that 
doesn’t  mean  that  that  is  the  best  way  to 
do  it.  When  you  do  examine  them  in 
school,  don’t  line  them  up  for  the  doctor 
to  go  through  on  a mass  production  basis. 
This  all  becomes  a question  of  meeting  your 
needs  with  basic  underlying  principles  which 
can  be  established  by  you  as  school  ad- 
ministrators with  the  aid  of  the  medical 
profession  in  your  community. 

The  Physician  In  The  School 

The  school  physician  can  be  an  examin- 
ing physician,  he  can  be  an  administrative 
officer.  If  you  have  most  of  your  work 
done  by  private  physicians  and  dentists, 
then  your  school  physician  becomes  an  ad- 
ministrator who  receives  these  reports  and 
advises  the  administrator  and  instructional 
force  what  the  significance  of  these  reports 
is.  About  this  child  in  physical  education, 
this  child  with  an  emotional  problem,  this 
child  with  a speech  defect,  this  child  with 
eyes  that  need  attention,  this  child  wdth 
a hearing  loss.  This  one  with  orthopedic 
deformity,  whatever  the  situation  may  be. 

In  every  community,  it  is  possible  for 
the  school  administrator  to  get  a committee 
of  the  county  medical  society  to  council 
with  him  and  to  advise  him  on  these  mat- 
ters. He  is  on  a much  sounder  medical 
ground  if  he  does  this  than  if  he  tries  to 
solve  these  problems  himself.  We  have 
counciled  on  these  things  at  the  national 
level.  We  can  lay  down  broad  principles, 
but  we  cannot  know  what  the  circumstances 
are  in  every  individual  community.  Judg- 
ing from  the  conferences  I had  here  yester- 
day, in  this  community  there  are  several 
sets  of  circumstances.  The  same  program 
will  not  fit  any  two  of  them  in  detail.  Yet 
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I did  not  find  a single  one  of  them  that 
is  not  susceptible  to  the  same  basic  prin- 
ciples. 

Primary  responsibilities  should  rest  upon 
the  home,  then  upon  the  school  as  I have 
already  pointed  out,  and  thirdly  upon 
the  medical  profession  acting  as  advisors  to 
the  educators  either  in  their  individual 
capacity  or  preferably  in  committees. 

The  Community  Health  Council 

In  many  communities  we  find  the  device 
of  the  Community  Health  Council.  The 
Community  Health  Council  is  good  if  you 
do  not  make  it  an  end  in  itself.  I have 
seen  communities  where  people  have  said 
that  everybody  else  has  a Health  Council 
so  let’s  have  one  too.  Then  the  next  ques- 
tion was  what’s  the  Health  Council  going 
to  do?  Because  nobody  had  any  idea  about 
what  the  Health  Council  was  to  do,  natur- 
ally the  Health  Council  composed  of  busy 
citizens  didn’t  last  very  long,  and  it  should 
not  have  lasted  very  long.  The  problem 
comes  first,  then  comes  the  diagnosis,  and 
the  solution. 

Your  Health  Council  needs  to  be  an 
active  group  like  our  Joint  Committee.  It 
need  not  necessarily  meet  frequently  but 
it  needs  to  be  the  kind  of  a Council  that 
is  constantly  working  at  problems,  and 
helpful  to  all  groups  in  the  community.  The 
health  of  the  school  age  child  is  not  deter- 
mined in  a vacuum,  it  is  determined  in  the 
framework  of  the  community  as  a whole. 
And  it  involves  many,  many  community 
problems.  I was  asked  yesterday  what  my 
views  were  on  compulsory  immunization  of 
children  in  schools.  I am  not  going  to  give 
you  my  personal  views  because  those  are 
not  important.  I am  going  to  give  you 
the  views  of  the  American  Medical  Associa- 
tion. Officially  the  Association  has  never 
taken  a stand  on  this  question  of  compulsion 
versus  voluntary  immunization  in  the  public 
schools.  But  the  Association  has  a long 
history  of  a philosophy  which  does  not 
think  highly  of  compulsion.  We  have  al- 
ways adopted  the  educational  philosophy, 
slower,  but  a great  deal  more  sound.  Be- 
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cause  if  you  compel — then  entirely  aside 
from  the  objections,  the  reactions  that  you 
will  get,  perhaps  even  lawsuits,  the  trouble 
you  will  run  into,  entirely  aside  from  that — 
from  the  standpoint  of  education  and  mo- 
tivation, if  you  do  these  things  for  people 
generation  after  generation  you  don’t  teach 
them  anything. 

The  Leadership  Of  Pediatricians 

Much  better  to  do  as  the  pediatricians 
have  done.  They  have  shown  remarkable 
leadership,  in  the  establishment  of  the 
periodic  health  examination,  which  is  the 
most  neglected  of  modern  preventive  medi- 
cal procedures.  But  the  pediatricians  have 
established  in  the  minds  of  the  younger 
generation  of  mothers  the  concept  that  the 
baby  goes  to  the  doctor.  You  don’t  wait 
for  the  baby  to  be  sick.  You  take  this 
baby  to  the  doctor  or  clinic  periodically  for 
weighing  and  measuring,  for  examination, 
for  advice  about  problems,  and  for  immuni- 
zations. This  is  an  ingrained  habit. 

When  I first  came  into  the  practice  of 
medicine,  babies  were  dying  right  and  left 
from  intestinal  diseases.  Today  very  few 
babies  die  from  intestinal  diseases  because 
every  young  mother  sterilizes  the  equip- 
ment with  which  she  feeds  her  baby  or 
prepares  the  formula.  This  has  been  an 
educational  procedure,  it  was  not  a com- 
pulsion. It  could  not  have  been  a com- 
pulsion. You  would  have  had  to  have  a 
monitor  at  the  elbow  of  every  young  mother. 
Obviously  impossible,  if  not  totally  repug- 
nant to  the  American  idea  and  ideal.  The 
Association  has  taken  no  action  on  this 
matter  but  its  whole  philosophy  is  against 
compulsion.  I would  hope  that  compulsion 
would  not  be  resorted  to  for  immunization 
but  that  this  would  be  accomplished  on  the 
basis  of  education  and  leadership.  It  can 
be  accomplished  that  way,  as  has  been 
demonstrated  in  many  and  many  a com- 
munity. 

The  Educator  And  Medical  Advice 

We  believe  that  it  is  probably  best  if  the 
educator  will  take  the  initia^'ive  in  seeking 


medical  advice.  Unsolicited  advice  is  fre- 
quently not  very  well  received  and  not  very 
highly  valued.  But  I can  assure  you  that 
if  the  administrator  takes  the  initiative  he 
will  meet  with  a favorable  reception  in  the 
vast  majority  of  instances,  because  physi- 
cians are  keenly  alive  to  their  community 
responsibilities.  They  are  busy  people. 
Their  obligations  are  not  limited  by  sched- 
uled hours.  But  I think  physicians  today 
are  convinced  that  a part  of  their  duty  and 
a part  of  the  function  of  their  profession 
is  to  serve  as  citizens  in  many  ways  and 
one  of  the  most  important  of  these  is  in 
cooperation  with  the  school  systems  in 
their  community,  for  the  better  health  of 
the  school  age  child  which  is  of  course  just 
another  way  of  saying  the  better  health 
of  the  future  of  our  nation. 

There  is  no  limit  to  the  responsibilities 
of  the  educator  and  physician.  I would 
like  to  illustrate,  if  I may,  by  an  amusing 
incident,  speaking  of  responsibility,  that 
occurred  to  a kindergarten  teacher  who 
happened  to  be  my  cousin.  On  a blustery 
day  in  winter,  she  was  sending  her  young- 
sters out,  and  carefully  seeing  to  it  that 
everyone  of  them  was  well  protected  against 
the  inclement  weather.  One  little  chap 
was  having  a great  deal  of  trouble  with  his 
galoshes,  so  finally  she  went  over,  took  him 
on  her  knee,  and  with  great  difficulty  she 
got  his  galoshes  on.  She  set  him  down  and 
he  looked  at  her  and  said,  “They  ain’t 
mine.”  So  she  got  him  back  up  on  her  lap 
and  got  them  unfastened  and  with  con- 
siderable effort  she  dragged  them  off  and 
sat  them  down  on  the  floor  and  then  he 
said,  “They  ain’t  mine,  they’re  my 
brother’s,  but  my  Mother  makes  me  wear 
them.”  So  she  got  him  up  on  her  knee 
again,  and  put  the  galoshes  back  on,  and 
then  she  set  him  down  on  the  floor,  wound 
his  muffler  around  him  and  buttoned  up  his 
coat  and  then  she  said,  “Oh,  you  don’t 
have  any  mittens.” 

He  said,  “Yes,  I have.” 

She  said,  “Where  are  they?” 

He  said,  “They  are  in  the  toes  of  the 
galoshes.” 
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Questions 

In  the  cooperative  planning  of  the  School 
Health  Policy,  what  is  the  responsibility  of 
school  health  physicians  with  regard  to 
requiring  periodic  comprehensive  physical 
examinations  for  all  school  personnel  in- 
cluding custodians,  cafeteria  workers  and 
secretaries? 

The  Responsibility  Of  The  Board  Of  Education 

The  responsibility  here  rests  upon  the 
Board  of  Education,  not  upon  the  physician, 
except  as  the  physician  can  advise.  A 
comprehensive  examination  for  all  school 
personnel  is  certainly  an  ideal  that  we 
should  all  strive  for.  These  examinations 
have  two  main  purposes.  One  is  the  pro- 
tection of  the  pupils  and  other  personnel 
against  the  possibility  of  communicable 
diseases.  The  other  is  of  course,  the  pre- 
servation of  the  health  of  the  individual. 
The  health  of  the  individual  is  his  own 
responsibility.  The  school  system  does 
have  an  interest  in  that  it  does  not  want 
to  lose  good  teachers.  It  does  not  have 
too  many  teachers — nobody  ever  has  too 
many  good  teachers.  This  dual  responsi- 
bility should  be  settled  on  the  basis  of  fair- 
ness to  all  parties  concerned.  Inevitably 
the  question  comes  up,  who  pays  for  this 
examination?  If  the  examination  is  limited 
to  a demonstration  from  freedom  of  tuber- 
culosis and  other  communicable  diseases, 
then  probably  it  should  be  paid  for  by  the 
school  board.  But  if  it  is  a comprehensive 
physical  examination,  a real  health  exam- 
ination then  it  would  seem  to  me  equitable 
to  arrive  at  some  division  of  the  expense 
between  the  school  board  and  the  individ- 
ual in  view  of  the  fact  that  both  benefit. 

What  is  the  nurse’s  duty  in  removing  a 
splinter,  etc.,  when  you  know  the  parent 
wiU  not  take  the  child  to  a doctor  because 
of  lack  of  finances  or  the  low  mentality  of 
the  parent? 

Here  is  where  the  nurse  has  an  oppor- 
tunity to  exercise  her  persuasive  powers  and 
to  get  this  child,  if  not  to  a private  physi- 
cian, to  a clinic.  It  is  not  her  responsibility 


to  personally  perform  minor  surgery  and 
she  is  wise  if  she  does  not  take  it. 

What  procedures  can  school  nurses  use 
in  eliminating  ringworm  cases  from  the 
schools  and  follow-up? 

This  is  a major  problem  in  some  elemen- 
tary schools.  Parents  are  only  mildly  con- 
cerned and  the  treatment  is  long. 

A new  medical  procedure,  a drug  called 
griseofulvin  is  probably  going  to  make  this 
problem  a great  deal  easier  than  it  has 
been  in  the  past.  This  is  quite  new,  but 
observations  are  favorable.  This  is  a drug 
which  can  be  taken  internally  and,  there- 
fore, is  less  messy  than  an  external  treat- 
ment. But  in  the  meantime,  we  still  have 
to  keep  these  youngsters  under  supervision 
and  use  the  precautions  that  we  have  been 
using  up  to  now. 

The  Question  Of  “How  Many?” 

How  many  physical  examinations  shall 
the  student  have  in  one  year — this  pertains 
to  the  child  who  might  go  on  the  hockey 
team,  softball  team,  track,  football,  wrest- 
ling or  cross  country. 

What  a kid!  I don’t  mean  to  be  light- 
minded  about  this,  but  actually,  I would 
say  one  of  the  first  things  that  should  be 
done  with  this  youngster  is  to  exercise  some 
degree  of  selectivity  so  as  not  to  kill  him 
off.  Doctor  Frelick  and  I had  a fairly  long 
discussion  about  this  subject  and  I think 
we  came  to  what  is  a pretty  sensible  con- 
clusion. If  the  youngster  has  had  one  good 
physical  examination  at  the  beginning  of 
the  year  and  has  been  found  in  good  condi- 
tion, then  subsequent  examinations  need 
go  only  so  far  as  to  satisfy  the  physician 
that  nothing  has  happened  to  change  the 
youngster’s  status.  There  is  obviously  no 
need  to  go  through  a comprehensive  history 
and  physical  examination  seven  or  eight 
times  a year.  It  is  a waste  of  time  and  a 
waste  of  money.  If  the  doctor  looks  this 
youngster  over,  ascertaians  that  he  has  sus- 
tained no  significant  injuries,  that  his  heart 
and  respiratory  system  are  in  good  condi- 
tion, and  he  shows  no  evidence  of  tension 
or  extreme  weight  loss  or  other  indications 


January,  1962 


9 


Delaware  Medical  Journal 


of  stress  and  strain,  that’s  all  that  you 
need. 

Has  there  been  developed  or  has  there 
been  an  agreement  on  what  is  the  satis- 
factory physical  examination  of  school 
athletes? 

Yes.  A satisfactory  examination  of 
school  athletes  is  a comprehensive  health 
examination  to  ascertain  the  soundness  of 
the  body  and  the  proper  performance  of 
functions.  Ideally  this  would  include  a 
blood  examination,  a urine  examination, 
and  even  perhaps  a blood  pressure  because 
once  in  a while  we  do  get  some  blood  pres- 
sure difficulties  in  adolescents  although  it 
is  not  usual. 

The  Role  Of  The  School  Nurse 

What  is  the  role  of  the  school  nurse  if 
the  educators  do  the  teaching  and  the  phy- 
sician is  the  font  of  knowledge,  must  the 
school  nurse  be  just  a passive  first  aid 
station? 

The  concept  of  the  school  nurse  being 
a first  aider  is  a most  inadequate 
function  of  the  school  nurse.  The  fact 
that  school  nurses  have  been  permitted  to 
be  nothing  but  first  aiders  is  to  my  mind 
most  deplorable.  As  a former  public  health 
official,  and  one  long  concerned  with  school 
health,  I consider  the  public  health  nurse 
one  of  the  most  important  members  of  the 
health  teaching  team.  Some  states  have 
gone  so  far  as  to  require  that  a public 
health  nurse  shall  have  a teacher’s  certifi- 
cate. Where  this  is  not  the  case,  the  public 
health  nurse  nevertheless,  is  a teacher.  I 
think  the  English  name  for  the  equivalent 
of  the  public  health  nurse  is  much  better 
than  our  word  “nurse.”  They  call  her 
the  health  visitor.  Doctor  Creswell  spoke 
about  the  question  of  coordination,  reach- 
ing the  parents.  Here  is  where  the  school 
nurse  can  do  a monumental  job  of  interpre- 
tation, motivation,  of  tieing  things  together. 
The  school  nurse  should  not  be  sitting  in 
her  office  waiting  for  someone  to  come  to 
her  with  a cut  finger.  She  should  be  in 


consultation  with  the  teachers  about  the 
health  needs  of  youngsters.  She  should 
be  in  consultation  with  parents  about  these 
needs.  She  should  be  in  contact  with  phy- 
sicians about  these  needs.  She  should  be 
the  real  basic  fundamental  central  moti- 
vating factor  that  ties  this  whole  thing 
together.  By  no  means  lets  have  a narrow 
concept  of  the  importance  of  the  public 
health  nurse. 

Would  you  comment  on  the  subject  of 
sex  education  in  the  public  school? 

Sex  Education  In  The  Home 

To  begin  with  we  should  emphasize  the 
importance  of  sex  education  in  the  home. 
You  have  sex  education  in  the  school 
whether  you  know  it  or  not.  You  have 
sex  education  in  the  whole  background  of 
the  school  and  when  I say  you  have  sex 
education  in  the  school.  I’m  not  talking 
about  the  surreptitious  kind.  I’m  talking 
about  the  kind  that  is  right  out  in  the  open 
for  everybody  to  see.  I’m  talking  about  the 
establishment  of  vs^holesome  boy  and  girl 
relationships,  with  opportunities  to  work 
together  and  to  play  together.  To  know 
each  other  and  to  respect  each  other.  With 
opportunities  for  the  school  and  the  parents 
to  understand  each  other.  With  the  com- 
munity background  that  we  provide  for 
these  young  people,  sex  education  is  not 
just  getting  a lot  of  people  together  to  sit 
down  and  talk  about  the  subject.  It  is 
the  whole  atmosphere  and  background  in 
which  these  youngsters  live,  most  particu- 
larly of  course  in  the  home.  You  cannot 
expect  youngsters  to  come  out  of  a home 
where  sex  is  a subject  of  constant  conflict 
or  is  elaborately  ignored,  to  have  whole- 
some attitudes  towards  sex  unless  this  is 
a part  of  their  Vt^holesome  attitude  in  gen- 
eral, of  which  sex  is  a tremendously  im- 
portant part.  When  you  get  down  to 
specifics  I want  to  emphasize  what  Doctor 
Schultz  said  that  it  is  important  to  have 
a physician  present  at  a session  where  sex 
is  the  subject  of  discussion,  not  to  teach  it. 
I don’t  think  physicians  should  be  teachers 
unless  they  are  educationally  as  well  as 
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medically  qualified.  But  they  should  be 
there  as  resource  persons  to  provide  answers. 
They  should  be  not  just  any  physician  but 
a physician  knowledgable  in  this  area  and 
perhaps  in  many  instances  a psychiatrist 
might  be  valuable  too  in  this  connection. 
I would  also  say  that  in  most  instances 
where  no  formal  sex  education  has  occurred 
in  the  schools,  the  best  place  to  begin  is  not 
with  the  children,  but  with  the  parents. 
Get  some  adult  groups  together  first  and 
lay  the  background  so  that  when  you  do 
begin  teaching  the  children  you  do  not  go 
contrary  to  the  concepts  of  the  parents  or 
you  will  .shock  them  suddenly  with  a new 
program  for  which  they  have  not  been  pre- 
pared. 


I would  like  to  call  your  attention  to  a 
remark  made  by  a very  famous  health  edu- 
cator recently  deceased  who  did  a great 
deal  in  the  field  of  sex  education.  I refer 
to  Doctor  Thurmon  B.  Rice,  basically  a 
bacteriologist,  but  I think  by  preference  a 
health  educator  connected  with  the  Uni- 
versity of  Indiana  and  for  a ten-year  term 
a member  of  our  Joint  Committee  with  the 
NEA.  Doctor  Rice  was  asked;  “At  what 
age  should  sex  education  begin?”  And  he 
said,  “In  the  cradle.”  And  then  he  ampli- 
fied by  saying  that  this  is  the  time  when 
an  individual  begins  to  learn  that  he  cannot 
always  have  what  he  wants,  when  he  wants 
it.  He  was  referring  to  basic  character 
education. 


CLINICAL  NOTICES  AND  MEETINGS 


Clinical  Center  Study 

The  cooperation  of  physicians  is  requested  in  a study  of  chronic  myelogenous 
leukemia  being  conducted  by  the  Chemotherapy  Service  of  the  National  Cancer 
Institute  at  the  NIH,  Bethesda.  Referrals  of  patients  with  chronic  myelogenous 
leukemia  are  needed.  Accepted  patients  will  be  hospitalized  for  approximately  8 
to  12  weeks. 

Interested  physicians  should  contact:  Paul  P.  Carbone,  M.D.,  Chemotherapy, 
NIH,  Bethesda,  Md.  Telephone  496-4251. 


Vi 

The  Philadelphia  County  Medical  Society  will  hold  its  26th  Annual  Postgraduate 
Institute  at  the  Bellevue-Stratford  Hotel,  Philadelphia,  March  13-16,  1962. 

The  meeting  is  approved  for  credit  by  the  American  Academy  of  General  Practice. 
The  Director  of  the  Institute  is  Malcolm  W.  Miller,  M.D.,  301  South  21st  Street, 
Philadelphia  3,  Pennsylvania. 


Vi 

The  Gill  Memorial  Eye  Ear  and  Throat  Hospital  will  hold  its  35th  Annual  Spring 
Congress  in  Ophthalmology  and  Otolaryngology  and  allied  specialties,  April  2 through 
16th,  1952.  For  further  information  write:  Superintendent,  P.O.  Box  1789,  Roanoke,  Va. 


The  1962  Meetings  of  the  American  College  of  Surgeons  will  be  held  in  April; 
Three-day  sectional  meeting,  Washington,  D.C.,  April  16-18,  Sheraton-Park  Hotel. 
48th  Annual  Clinical  Congress,  October  15-19,  1962  in  Atlantic  City,  N.J. 
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REPORT  OF  THE 
WOMAN’S  AUXILIARY  1960-1961 

We  are  ever  aware  that  we  are  an  auxiliary 
group  to  the  Medical  Society  of  Delaware  and 
submit  the  following  report  to  you,  our  Advisors; 

AMEF — ^We  raised  $825.50  this  year.  There 
has  been  an  increasing  interest  in  memorial  and 
appreciation  cards. 

Civil  Defense — All  three  counties  have  had 
programs  dealing  with  civil  defense.  Several 
members  attended,  and  two  took  leading  roles, 
in  a woman’s  training  session  held  at  the  State 
Control  Center  in  Delaware  City. 

Community  Service — Our  chairman  reports 
that  we  have  100  per  cent  participation  in  local 
community  affairs,  listing  hospital  auxiliaries, 
PTA,  YWCA,  church  activity,  scouting.  Red  Cross 
and  politics. 

Health  Careers — Our  chairman  presented  pro- 
grams to  the  Rotary  Club  of  Wilmington  and 
the  Lion’s  Club  of  Milford  with  the  result  that 
the  Rotary  gave  $3,000.00  and  the  Lions  $700.00 
for  scholarships  to  be  administered  by  our  com- 
mittee. We  raised  $1,500.  Our  chairman  has 
earned  honor  and  recognition  for  her  outsanding 
work  in  the  field.  At  the  request  of  the  State 
Department  of  Public  Education  she  wrote  an 
article  for  “The  Guidance  Counselor’s  Handbook” 
which  is  used  by  all  Delaware  schools. 

Legislation — Two  counties  held  programs  on 
legislation.  We  had  a joint  legislative  meeting 
with  the  Medical  Society  of  Delaware  and  under- 
took “Operation  Coffee  Cup”  in  our  various  com- 
munities. 

Membership — We  have  231  paid  members  as 
of  May,  1961.  The  county  chairmen  are  always 
striving  to  increase  this  number. 

Mental  Health — The  chairman  interviewed  the 
superintendent  and  other  mental  hospital  per- 
sonnel. She  established  needs  and  has  laid  an 
excellent  groundwork  for  next  year’s  program. 


*The  complete  report  of  the  Proceedings  of  the  House  of  Dele- 
gates is  on  file  in  the  Medical  Society  office  and  is  available  to 
members  for  reference. 


Individual  members  have  given  service  to  various 
institutions  and  groups. 

Program — Program  needs  vary  according  to 
county  but  all  have  had  civil  defense  and  legis- 
lative topics. 

Safety — The  chairman  reported  great  duplica- 
tion of  safety  programs  presented  by  many  groups 
in  our  highly  organized  state. 

We  are  very  grateful  to  our  Advisory  Committee 
and  to  the  Medical  Society  of  Delaware  for  the 
support  they  have  always  given  us  as  an  auxiliary. 
It  is  a privilege  to  work  for  and  with  such  an 
organization. 

Marie  S.  Fox,  President 

The  report  was  accepted. 

President  McGee:  May  I suggest  that  we  give 
Mrs.  Fox  a rising  vote  of  thanks  for  the  fine 
work  this  group  has  done. 

(Rising  vote  of  applause  by  House  of  Delegates.) 

President  McGee.  Please  convey  to  your  asso- 
ciates, Mrs.  Fox,  the  appreciation  of  this  body  and 
its  officers  for  the  fine  work,  and  we  hope  you 
will  continue. 

Mrs.  Fox:  Thank  you  very  much. 

President  McGee:  It  is  appropriate  that  we 
follow  by  the  first  report  from  one  of  our  Special 
Committees,  and  that  is  the  Advisory  Committee 
to  the  Women’s  Auxiliary,  chaired  by  Lee  Fox. 
Lee,  do  you  have  a report  for  the  Advisory 
Committee? 

Dr.  J.  Leland  Fox:  We  have  no  official  report 
other  than  the  report  that  the  Women’s  Auxiliary 
has  given.  They  are  a wonderful  organization 
and  they  are  very  cooperative.  Any  time  any 
of  the  County  Societies  have  any  problem  that 
the  ladies  can  handle,  I am  sure  that  the  Ad- 
visory Committee  would  like  to  be  notified  of 
any  such  problems,  and  when  the  ladies  take 
over,  the  job  is  done.  Thank  you. 

President  McGee:  Next  is  the  Report  from  the 
Committee  on  Aging.  Dr.  Gliwa  is  the  Chairman 
of  that  Committee. 
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REPORT  OF  THE 
COMMITTEE  ON  AGING 

The  Committee  on  Aging  wishes  to  acknowledge 
the  ground  work  that  has  been  laid  by  the  pre- 
vious Committee  on  Aging  that  was  so  ably 
chaired  by  the  late  Doctor  C.  J.  Prickett.  We 
are  grateful  for  the  vast  amount  of  data  that 
was  provided  by  the  past  committees  of  this 
Society  and  by  the  Division  of  Aging  of  the 
State  of  Delaware.  . 

We  wish  also  to  acknowledge  and  support  the 
work  being  done  by  the  Joint  Council  to  Improve 
the  Health  and  Care  of  the  Aged  in  instituting 
a program  of  accrediting  nursing  homes  in  the 
State  of  Delaware.  This  program  is  to  begin 
this  month. 

After  reviewing  what  has  been  accomplished 
by  other  committees  of  this  society  and  other 
organizations,  an  attempt  was  made  to  evaluate 
the  probable  functions  of  the  Commitee  on 
Aging.  Although  the  Kerr-Mills  Bill  is  one  that 
provides  medical  care  for  the  aged  that  are 
medically  indigent,  no  action  was  indicated  by 
our  Committee  since  the  Legislative  Committee 
is  actively  supporting  this  type  of  legislation. 

It  was  decided  that  our  most  useful  function 
would  be  to  clarify  and  catalogue  the  services 
and  facilities  now  available  to  the  aged  with  the 
understanding  that  need  for  further  services  or 
consolidation  of  existing  services  might  develop 
from  this.  Therefore,  we  wish  to  make  the 
following  recommendations: 

1.  Realizing  that  existing  community  resources 
are  not  always  known  to  members  of  this 
Society  or  by  other  agencies  that  deal  in 
problems  of  the  aged  ...  we  urge  that  a 
comprehensive  directory  be  compiled  of  all 
community  resources  (both  medical  and 
social)  throughout  the  State  that  would  be 
available  to  the  aged  and  to  those  caring 
for  the  aged. 

2.  The  establishment  of  a central  referral 
agency  whose  function  would  be  to  weigh 
the  problem  of  individual  aged  persons  and 
recommend  possible  answers  or  services.  We 
propose  the  exploration  and  an  attempt  to 
implement  such  an  agency  in  the  State  and 
not  necessarily  the  establishment  of  the 
agency  by  the  State  Society,  itself. 

It  is  recognized  that  the  Society  might,  if 
necessary,  undertake  such  a program  itself 
but  this  would  involve  a program  that  might 
require  additional  staffing  with  the  attend- 
ant problems. 

Respectfully  submitted, 
Edward  F.  Gliwa,  M.D.,  Chairman 
A.  E.  Bacon,  M.D. 


J.  W.  Barnhart,  M.D. 

A.  L.  Ingram,  Jr.,  M.D. 

H.  J.  Laggner,  M.D. 

Felix  Mick,  M.D. 

B.  Z.  Paulshock,  M.D. 

W.  J.  Vandervort,  M.D. 

President  McGee:  You  will  note  that  there  are 
two  recommendations  requiring  action:  First, 

the  recommendation  that  a directory  of  resources 
for  the  Aging  and  Medical  Care  be  prepared. 
And,  number  two,  that  a referral  agency  be 
established,  or  at  least  the  question  be  examined 
by  the  incoming  officers  and  the  new  Council. 
Are  there  any  comments  or  questions  about  these 
two  proposals? 

Dr.  Washburn:  The  Welfare  Council  of  Dela- 
ware has  recently  published  a Directory  and  it 
would  be  unnecessary  to  establish  another.  I 
move  that  the  second  proposal  be  referred  to  the 
incoming  Council  for  their  disposition  and  de- 
cision. 

The  motion  was  seconded  and  carried  and  the 
report  accepted  with  necessary  provisions. 

President  McGee:  The  next  committee  to  report 
is  the  Committee  on  Alcoholism  by  Dr.  Mac- 
Kelcan. 

REPORT  OF  THE 
COMMITTEE  ON  ALCOHOLISM 

Rather  than  present  admission  figures  and 
other  data  from  the  Governor  Bacon  Health 
Center  and  other  institutions  treating  alcoholism, 
the  committee  felt  that  the  report  should  con- 
sider ways  and  means  of  improving  the  treat- 
ment of  alcoholism  by  the  individual  practitioner. 
This  could  be  accomplished  to  some  degree  by 
closer  liaison  of  this  committee  with  the  local 
chapter  of  Alcoholics  Anonymous  and  by  local 
implementation  and  education  concerning  the 
AMA  policy  statement  on  the  admission  of  alco- 
holics to  the  general  hospitals  upon  the  diagnosis 
of  alcoholism.  The  latter  seemed  so  vital  to  the 
committee  that  the  entire  statement  from  the 
Council  on  Mental  Health  adopted  by  the  House 
of  Delegates  of  the  AMA  is  here  incorporated  in 
the  Committee’s  report: 

Treatment  of  Alcoholic  Patients 

1.  Alcoholic  symptomatology  and  complications 
which  occur  in  many  personality  disorders  come 
within  the  scope  of  medical  practice.  . 

2.  Acute  aloholic  intoxication  can  be  and  often 
is  a medical  emergency.  As  with  any  other  acute 
case,  the  merits  of  each  individual  case  should 
be  considered  at  the  time  of  the  emergency. 

3.  The  type  of  alcoholic  patient  admitted  to 
a general  hospital  should  be  judged  on  his  in- 
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dividual  merits,  consideration  being  given  to  the 
attending  physician’s  opinion,  cooperation  of  the 
patient,  and  his  behavior  at  the  time  of  admis- 
sion. The  admitting  doctors  should  then  examine 
the  patient  and  determine  from  the  history  and 
his  actions  whether  he  should  be  admitted  or 
refused. 

4.  In  order  to  offer  house  officers  well-rounded 
training  in  the  general  hospital  there  should  be 
adequate  facilities  available  as  part  of  a hospital 
program  for  care  of  alcoholics.  Since  the  house 
officer  in  a hospital  will  eventually  come  in  con- 
tact with  this  type  of  patient  in  practicing,  his 
training  in  treating  this  illness  should  come 
while  he  is  a resident  officer.  Hospital  staffs 
should  be  urged  to  accept  these  patients  for 
treatment  and  cooperate  in  this  program.  . 

5.  With  improved  means  of  treatment  available 
and  the  changed  viewpoint  and  attitude  which 
places  the  alcoholic  in  the  category  of  a sick 
individual,  most  of  the  problems  formerly  en- 
countered in  the  treatment  of  the  alcoholic  in 
a general  hospital  have  been  greatly  reduced. 
In  any  event  ,the  individual  patient  should  be 
evaluated  rather  than  have  general  objection  on 
the  grounds  of  a diagnosis  of  alcoholism. 

It  is  recognized  that  no  general  policy  can  be 
made  for  all  hospitals.  Administrators  are  urged 
to  give  careful  consideration  to  the  possibility 
of  accepting  such  patients  in  the  light  of  the 
newer  available  measures  and  the  need  for 
providing  facilities  for  treating  these  patients. 
In  order  to  render  a service  to  the  community, 
provision  should  be  made  for  such  patients  who 
cooperate  and  who  wish  such  care. 

In  order  to  accomplish  any  degree  of  success 
with  the  problem  of  alcoholism,  it  is  necessary 
that  the  educational  programs  be  enlarged, 
methods  of  case  finding  and  follow-up  be  ascer- 
tained, research  be  encouraged,  and  general  edu- 
cation toward  acceptance  of  these  sick  people 
be  emphasized.  The  hospital  and  its  administra- 
tion occupy  a unique  position  in  the  community 
which  allows  them  great  opportunities  to  con- 
tribute to  the  accomplishment  of  this  purpose. 
It  is  urged  that  general  hospitals  and  their  ad- 
ministrators and  staffs  give  thought  to  meeting 
this  responsibility.” 

It  is  well  known  that  only  a few  of  our  general 
hospitals  are  willing  to  accept  patients  for  ad- 
mission with  a diagnosis  of  alcoholism.  However, 
this  situation  could  be  changed  by  proper  training 
of  both  house  and  visiting  staffs,  perhaps  utilizing 
a panel  approach.  It  has  been  accomplished 
successfully  in  some  hospitals. 

Respectfully  submitted, 

D.  W.  MacKelcan,  M.D.,  Chairman 
F.  W.  Baker,  Jr.,  M.D. 


W.  O.  Daisey,  M.D. 

J.  A.  Flaherty,  M.D. 

H.  T.  McGuire,  M.D. 

D.  A.  Nelson,  M.D. 

P.  J.  Olivere,  M.D. 

A.  C.  Smoot,  Jr.,  M.D. 

The  report  was  accepted. 

President  McGee:  We  now  have  a report  on 
the  American  Medical  Education  Foundation, 
A.M.E.F.,  from  Dr.  Fox. 

REPORT  OF  THE 
A.M.E.F.  COMMITTEE 

During  the  year  1960,  Delaware  physicians  con- 
tributed $5,338.00  This  amount  was  contributed 
by  103  physicians  and  the  Women’s  Auxiliary. 
The  amount  is  approximately  the  same  as  con- 
tributed in  the  past  three  years.  It  maintains 
Delaware’s  satisfactory  position  nationally  in 
per  capita  and  percentage  standings. 

The  contributions  were  all  purely  voluntary 
The  solicitation  was  done  purely  by  mail.  In 
1961  the  national  headquarters  is  also  assisting 
by  sending  AMEF  literature  through  the  mail. 

The  Women’s  Auxiliary  has  done  an  enormous 
job.  They  have  contributed  $825.00  of  the  total. 
We  especially  thank  them  for  this  fine  assistance. 

J.  Leland  Fox,  M.D.,  Chairman 

H.  M.  Baganz,  M.D. 

J.  M.  Hoflford,  M.D. 

A.  D.  King,  M.D. 

R L.  Klingel,  M.D. 

C.  S.  Papastavros,  M.D. 

M.  B.  Pennington,  M.D. 

C.  J.  Prickett,  M.D.  (deceased) 

R.  B.  Thomas,  M.D. 

The  report  was  accepted. 

President  McGee:  The  next  report  deals  with 
Emergency  Preparedness. 

REPORT  OF  THE 

COMMITTEE  on  EMERGENCY  PREPAREDNESS 

The  name  of  this  Committee  was  officially 
changed  by  the  Council  of  the  Medical  Society 
of  Delaware  from  Committee  on  National  De- 
fense, Military,  and  Veterans  Affairs  to  the  Com- 
mittee on  Emergency  Preparedness.  This  was 
to  imply  the  concern  of  the  Committee  with  any 
type  of  emergency,  whether  of  natural  or  enemy 
origin  and  whether  confined  to  a small  location 
within  our  state  or  nationwide  extent.  It  was 
also  felt  that  the  present  Committee  designation 
would  encompass  the  problems  of  military  and 
veterans  affairs  should  they  arise. 

The  Committee  met  once.  A second  meeting 
was  cancelled  because  of  lack  of  sufficient  at- 
tendance during  the  year. 
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A test  disaster  exercise  with  mock  casualties 
at  one  of  the  Wilmington  hospitals  served  as  a 
means  of  familiarizing  the  hospital  staff  with 
emergency  action  and  disclosed  some  of  the 
deficiency. 

Other  hospitals  have  formulated  plans  and 
doctor  assignments  for  emergencies. 

The  Association  of  Delaware  Hospitals  in  co- 
operation with  the  United  States  Public  Health 
Service  and  the  Red  Cross  conducted  a training 
exercise  at  the  Dover  Armory  on  May  12.  This 
consisted  of  setting  up  a representative  portion 
of  a civil  defense  200-bed  emergency  hospital 
and  the  processing  of  mock  casualties  by  medical 
and  para-medical  recruits  assisted  by  the  medical 
department  of  the  Dover  Air  Base.  The  partici- 
pation of  the  Kent  County  Medical  Society  was 
especially  commendable. 

On  October  10-12  an  Institute  on  Health 
Mobilization  was  co-sponsored  by  the  Medical 
Society  of  Delaware,  the  State  Board  of  Health, 
and  the  USPHS  at  the  Delaware  Academy  of 
Medicine. 

A medical  self-help  training  workshop,  held 
October  16-19  at  the  Eastern  Instructor  Training 
Center  in  Brooklyn,  New  York  was  attended  by 
several  Delaware  physicians,  including  a mem- 
ber of  this  Committee  as  official  representative 
of  the  Medical  Society  of  Delaware.  The  pur- 
pose of  the  workshop  was  to  instruct  a key  group 
of  medical  people  in  the  use  of  a kit  designed 
to  teach  lay  people  basic  medical  procedures 
to  be  used  in  the  event  that  mass  casualties  ex- 
ceed the  capacity  of  medical  facilities.  We  con- 
sider this  project  one  which  may  be  essential 
to  survival  and  we  intend  to  promote  it  vigor- 
ously. 

These  activities  by  several  independent  or- 
ganizations working  together  have  increased 
mutual  respect  and  understanding  and  have 
facilitated  the  procedures  of  emergency  medical 
relief.  The  trend  of  increasing  emphasis  on 
defense  against  war  injury  will  undoubtedly  in- 
crease in  proportion  to  war  threats.  It  imposes 
a duty  on  the  Medical  Society  to  exercise  leader- 
ship in  emergency  preparedness. 

Respectfully  submitted, 

Douglas  M.  Gay,  M.D.,  Chairman 

J.  R.  Durham,  M.D. 

J.  F.  Hays,  M.D. 

A.  L.  Heck,  M.D. 

Charles  Katz,  M.D. 

David  Marine,  M.D. 

C.  G.  Noble,  M.D. 

A.  C.  Wooden,  M.D. 

The  report  was  accepted. 


President  McGee:  The  next  report  is  on  Em- 
ployment Standards  for  Nurses  by  Dr.  Hearne. 

REPORT  OF  THE  COMMITTEE  ON 

EMPLOYMENT  STANDARDS  FOR  NURSES 

The  following  is  a report  of  a special  com- 
mittee which  was  authorized  at  the  last  meeting 
of  the  House  of  Delegates,  and  which  was  ap- 
pointed by  the  President  of  the  Society — Dr. 
Lemuel  C.  McGee.  This  committee  was  author- 
ized to  meet  with  the  office  nurse  section  of  the 
Delaware  Nurses  Association  to  consider  a set 
of  voluntary  employment  standards  exceptable 
both  to  the  Nurses  Association  and  the  Medical 
Society  of  Delaware.  This  authorization  grew 
out  of  a resolution  which  was  presented  to  the 
House  of  Delegates  in  October  1960  by  Dr.  W. 
O.  LaMotte,  Jr.,  of  Wilmington. 

His  resolution  was  to  the  effect  that  the  House 
of  Delegates  of  the  Medical  Society  of  Delaware 
approve  the  suggested  minimum  employment 
standards  for  nurses  as  submitted  by  the  Dela- 
ware Nurses  Association,  but  with  a few  changes 
and  he  listed  those  changes.  Although,  this 
resolution  did  not  pass  there  was  sufficient 
sentiment  in  favor  of  exploring  the  matter  fur- 
ther that  this  committee  was  authorized  to  in- 
vestigate the  matter  and  to  report  to  the  House 
of  Delegates  at  this  annual  meeting  in  1961. 
There  are  undoubtedly  some  members  of  the 
House  of  Delegates  who  are  not  familiar  with  the 
employment  standards  which  the  Delaware 
Nurses  Association  proposed,  and  for  this  rea- 
son it  would  seem  appropriate  to  present  some 
background  information  on  this  subject. 

This  background  information  was  given  at  the 
last  House  of  Delegates  meeting  by  Dr.  LaMotte 
and  since  he  has  been  familiar  with  this  subject 
from  the  very  beginning  and  since  the  informa- 
tion which  he  presented  was  so  clearly  and  suc- 
cinctly stated  we  are  quoting  directly  from  his 
letter  of  August  31st,  1960.  “Several  years  ago 
an  office  nurses  section  was  created  in  the  Del- 
aware Nurses  Association.  Apparently  acting 
upon  instructions  from  their  National  Headquar- 
ters an  effort  was  made  to  develop  personnel 
policies  for  office  nurses.  It  is  alleged  that  an 
effort  was  made  to  gain  the  cooperation  of  or- 
ganized medicine  in  working  out  these  policies, 
but  failing  in  this  effort  the  nurses  published 
and  printed  personnel  policies  worked  out  with- 
out the  help  of  the  medical  profession. 

The  enclosed  yellow  sheet  dated  February  11th, 
1957  constitutes  the  policies  outlined  at  the 
most  recent  revision.  This  was  sent  to  the  doc- 
tors in  this  state  and  was  to  some  degree  like 
waving  a red  flag  before  a bull.  The  typical 
physician  reaction  was  to  ignore  the  yellow  sheet 
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completely,  not  because  many  of  these  statements 
were  not  fair,  but  because  they  appear  like  an 
infringement  upon  the  right  and  privilege  of  the 
doctor  to  determine  his  own  policies.  On  the 
other  hand,  the  nurses  in  turn  felt  that  they 
had  been  rebuffed  in  their  effort  to  work  out  a 
policy  sheet  which  would  be  mutually  agreeable 
and  as  result  of  this  and  other  poor  inter-pro- 
fessional incidents,  the  relationship  between  the 
two  professions  has  not  been  of  the  best  in 
Delaware. 

Being  cognizant  of  these  two  factors  and  also 
of  the  State  Nurses  Association  desire  to  bring 
these  policies  up  to  date,  an  informal  and  un- 
official meeting  was  held  with  representatives 
of  both  the  Delaware  Nurses  Association  itself 
and  its  section  on  office  nurses.  Attending  in 
completely  an  unofficial  capacity  were  W.  O. 
LaMotte,  Jr.,  M.D.,  Allston  J.  Morris,  M.D.,  and 
Lawrence  C.  Morris,  Jr.,  Executive  Secretary  of 
the  Medical  Society  of  Delaware. 

Out  of  that  meeting  there  arose  a feeling  that 
the  Medical  Society  of  Delaware  should  cooper- 
ate in  some  way  in  approving  or  co-sponsoring 
personnel  policies  for  office  nurses  as  long  as 
they  did  not  seem  to  dictate  to  the  medical  pro- 
fession. It  seemed  quite  clear  to  all  present 
that  under  most  circumstances  the  physician  as 
the  employer  and  the  nurse  as  the  employee 
could  work  out  satisfactory  arrangements  upon 
a common  sense  basis.  Because  the  existence 
of  established  personnel  policies  might  help 
both  nurses  and  physicians  to  be  aware  of  at  least 
a starting  point  in  their  association  and  there- 
by be  a guide  for  both  new  and  old  physicians 
and  also  for  nurses,  and  because  there  are  in- 
stances of  injustices  with  inadequate  pay,  the 
approval  of  policies  involving  office  nurses  by 
both  the  Medical  Society  and  the  Nurses  Associa- 
tion would  be  a real  step  in  the  direction  of 
better  cooperation  and  understanding  between 
our  two  groups.  It  is  in  the  doctors  offices  only 
where  a direct  employee  relation  exists  between 
doctor  and  nurse  and  this  is  the  reason  why 
the  Medical  Society  could  be  the  third  party 
to  approve  or  disapprove  such  policies.  These 
policies  should  be  presented  and  approved  as 
only  suggestions  and  therefore  guides  rather 
than  stringent  requirements.”  This,  gentlemen 
ends  the  quotation  from  Dr.  LaMotte’s  remarks 
of  last  year. 

The  original  minimum  employment  standards 
which  the  nurses  suggested  in  1957  are  included 
with  this  report.  These  were  modified  after 
the  unofficial  meeting  with  the  above  named 
gentlemen  and  a copy  of  this  modified  minimum 
employment  standards  for  office  nurses  is  simi- 
larly enclosed.  The  members  of  the  committee 


met  and  discussed  the  proposed  list  of  employ- 
ment standards  for  office  nurses  and  in  general 
it  felt  that  with  some  exceptions  the  standards 
outlined  by  the  Nurses  Association  were  reason- 
able and  realistic.  A second  meeting  was  held 
by  your  committee  and  at  this  time  we  were 
joined  by  a committee  composed  of  officers  of 
the  Delaware  Nurses  Association.  The  principal 
objections  which  the  medical  members  of  this 
meeting  had  was  a matter  of  language  and  also 
a matter  of  salaries.  Several  suggestions  were 
made  to  the  representatives  of  the  Nurses  Asso- 
ciation and  we  are  happy  to  report  that  the 
nurses  have  agreed  to  the  changes  suggested 
by  the  members  of  your  committee.  The  com- 
mittee wished  to  briefly  relate  the  changes  which 
the  nurses  have  made  in  their  list  of  personnel 
policies  for  office  nurses. 

In  1957  the  nurses  had  outlined  requirements 
for  salary  which  seemed  quite  arbitrary.  When 
they  revised  their  employment  standards  in 
1960  their  salary  proposals  were  modified  so  that 
the  matter  of  increases  and  so  forth  would  be 
left  up  to  the  individual  physician  and  his  nurse 
making  the  decision.  In  1957  the  nurses  pro- 
posed that  any  time  which  the  office  nurse 
worked  in  excess  of  40  hours  in  one  week  she 
should  be  compensated  at  the  rate  of  one  and 
one-half  times  the  employees  regular  base  rate 
of  pay  or  equivalent  in  time  off.  In  1960  the 
nurses  modified  this  to  a system  which  is  agree- 
able to  both  the  employer  and  employee.”  In 
respect  to  vacations  in  1957  the  nursing  associa- 
tion outlined  a vacation  schedule  related  to  the 
length  of  service  which  seemed  entirely  un- 
realistic. This  was  modified  in  1960  to  per- 
mitting one  weeks  vacation  after  six  months 
of  service,  two  weeks  after  one  year  and  there- 
after longer  vacations  should  be  based  on  merit 
and  service.  In  both  the  1957  and  1960  the  nurses 
stipulated  revisions  in  respect  to  sick  leave 
that  the  employee  be  granted  one  working  day 
sick  leave  for  each  month  of  continuous  em- 
ployment, up  to  twelve  days. 

At  the  meeting  which  involved  the  members 
of  your  committee  and  also  representatives  from 
the  Delaware  Nurses  Association  the  physicians 
recommended  some  changes  in  the  suggested 
personnel  policies  for  office  nurses.  The  changes 
involved  one  of  language.  In  many  instances 
the  nurses’  list  of  standards  used  the  words: 
“shall  be.”  It  was  felt  that  this  represented  an 
attempt  on  the  part  of  the  nurses  association  to 
dictate  specifics  to  the  physician.  The  mem- 
bers of  your  committee  requested  that  all  ‘shalls’ 
should  ge  changed  to  ‘should’  and  the  nurses 
have  met  this  request.  The  nursing  association 
had  stated  a definite  figure  as  a minimum  start- 
ing salary.  Your  committee  recognizing  that 
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wage  rates,  cost  of  living  and  so  forth  varied 
among  the  three  counties,  suggested  to  the  nurses 
that  they  word  their  minimum  starting  salary  in 
such  a way  that  it  would  be  related  to  the  salary 
of  the  staff  nurse  in  a hospital  located  in  the 
area  in  which  the  physician  employer  is  prac- 
ticing. The  nurses  have  also  complied  with  this 
request.  In  respect  to  sick  leave  the  nurses 
agreed  not  to  stipulate  any  definite  number  of 
days  related  to  the  years  or  months  of  employ- 
ment, but  rather  to  simply  state  that  a reason- 
able length  of  time  should  be  allowed  without 
penalty  of  loss  of  salary.  Your  committee  has 
reviewed  the  revised  list  of  standards,  dated 
September  1961,  and  entitled  “Suggested  Per- 
sonnel Policies  for  Office  Nurses,”  which  is  pre- 
sented by  the  Office  Nurse  Section  of  the  Dela- 
ware Nurses  Association  and  it  is  our  feeling 
that  the  policies  outlined  here  are  fair  and  just 
to  both  the  physician  employer  and  to  the  nurse 
employee.  It  is  the  committee’s  judgement  that 
while  such  a standard  personnel  policies  outline 
could  not  be  binding  on  any  member  of  this 
society,  it  would  be  highly  advisable  for  this 
society  to  approve  these  recommendations  which 
the  nurses  have  set  forth,  for  the  reasons  that 
Dr.  LaMotte  outlined  last  year. 

Delaware  Nurses’  Association 
Suggested  Personnel  Policies  for  Office  Nurses 

These  policies  apply  to  Registered  Professional 
Nurses  whose  functional  sphere  is  the  physician’s 
office. 

Salaries: 

The  minimum  starting  salary  should  be  com- 
parable to  that  of  the  staff  nurse  in  the  instiu- 
tion  within  the  area  in  which  the  physician 
has  his  practice. 

Hours  of  Work: 

1.  A 40  hour,  five-day  week  should  constitute 
the  basic  work  week. 

2.  A work  day  should  consist  of  no  more  than 
eight  consecutive  hours,  recognizing  extenu- 
ating circumstances. 

3.  Time  worked  in  excess  of  forty  hours  shall 
be  compensated  for  by  a system  which  is 
agreeable  to  employer  and  employee. 

No  Discrimination: 

Race,  creed,  color,  or  other  factors  not  per- 
tinent to  performance  should  not  be  considered 
in  hiring,  placement,  promotion,  salary  deter- 
mination or  other  terms  of  employment. 

Holidays: 

A nurse  should  be  granted  the  following 
holidays:  New  Year’s,  Memorial  Day,  July  4th, 
Labor  Day,  Thanksgiving  and  Christmas,  plus 
one  other  religious  holiday  of  the  nurse’s 


choice.  It  is  suggested,  when  a holiday  falls 
on  the  nurse’s  day  off  or  when  the  nurse  is 
required  to  work  on  a holiday,  one  day  off’ 
in  lieu  thereof  sliould  be  given.  When  a 
holiday  falls  during  the  nurse’s  vacation,  one 
should  be  added. 

Vacations: 

1.  Length  of  Serviee  Vacation 

6 Months  1 Week 

1 Year  2 Weeks 

Thereafter  longer  vacations  should  be  based 
on  merit  and  service. 

2.  Terminal  vacation:  If  employment  is  termin- 
ated after  6 months  of  service,  the  nurse 
should  receive  payment  for  the  proportionate 
share  (1/12)  of  her  annual  vacation  for  each 
full  month  worked. 

Sick  Leave: 

A reasonable  length  of  time  should  be  al- 
lowed without  penalty  of  loss  of  salary. 

Leave  of  Absence: 

1.  Emergency  leave  should  be  allowed  without 
penalty  of  loss  of  salary  for  illness  or  death 
in  the  family. 

2.  Time  off  should  be  granted  if  the  nurse 
is  an  officer,  chairman  of  a D.N.A.  Section, 
or  elected  delegate  to  attend  professional 
meetings. 

Health  Benefits: 

1.  It  is  recommended  that  all  nurses  be  covered 
by  a medical  and  hospitalization  insurance 
plan,  the  cost  of  which  may  be  shared  by 
the  nurse  and  the  employer. 

2.  Pre-employment  and  annual  health  examin- 
ations (including  chest  x-ray  and  essential 
laboratory  tests,  as  indicated)  are  recom- 
mended. 

Professional  Liability: 

It  is  recommended  that  professional  liabilit\ 
insurance,  available  through  Delaware  Nurses' 
Association,  be  carried  by  the  nurse. 

Termination  of  Employment: 

1.  Nurses  shall  give  not  less  than  14  days 
notice  of  intended  resignation. 

2.  Employers  should  give  14  days  notice,  unless 
discharged  for  just  cause. 

3.  A terminal  interview  is  recommended. 
These  policies  are  to  be  reviewed  annually. 

The  committee  proposes  the  following  resolu- 
tion to  the  House  of  Delegates  of  the  Medical 

Society  of  Delaware. 

“Therefore  be  it  resolved  that  the  House  of 

Delegates  of  the  Medical  Society  of  Delaware 
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approve  the  suggested  Minimum  Employment 
Standards  for  Office  Nurses,  dated  September 
1961,  as  submitted  by  the  Delaware  Nurses 
Association. 

Respectfully  submitted 

Calvin  B.  Hearne,  M.D.,  Chairman 

John  B.  Baker,  M.D, 

Thomas  Bulger,  M.D. 

Dana  D.  Burch,  M.D. 

Wm.  O.  LaMotte,  Jr.,  M.D. 

G.  Wm.  Martin,  M.D. 

Paul  A.  Shaw,  M.D. 

The  resolutions  were  adopted  and  the  report 
was  accepted. 

President  McGee:  The  report  of  the  Grievance 
Committee  is  next. 

REPORT  OF  THE 
GRIEVANCE  COMMITTEE 

The  Grievance  Board  has  only  had  one  matter 
to  consider  during  the  past  year. 

This  report  has  already  been  presented  to  the 
Directors  of  the  Society. 

Respectfully  submitted 

Roger  Murray,  M.D.,  Chairman 

L.  L.  Fitchett,  M.D. 

L.  B.  Flinn,  M.D. 

A.  R.  Shands,  Jr.,  M.D. 

H.  V.  P.  Wilson,  M.D. 

The  report  was  accepted. 

President  McGee:  The  next  committee  report 
is  that  of  the  Special  Ad  Hoc  Committee  chaired 
by  Dr.  John  Howard  dealing  with  the  partici- 
pation of  the  Medical  Society  of  Delaware  in  the 
Health  Fair.  The  Council  looked  at  this  on  two 
or  three  occasions  during  the  year.  It  was  the 
recommendation  of  the  Council  that  the  Society 
should  participate,  and  the  way  that  we  would 
participate,  the  type  of  program  will  be  pre- 
sented here  in  brief  through  the  slide  setup  by 
Mr.  Morris  in  the  absence  of  Dr.  Howard,  who 
has  been  on  vacation. 

Mr.  Morris:  The  recommendation  of  this  Com- 
mittee IS  that  the  Society  participate  in  the 
Health  Fair,  that  it  authorize  $1500  to  $2000 
for  such  participation,  and  that  an  exhibit  be 
constructed  of  good  enough  quality  and  also 
sufficiently  portable  to  use  it  in  the  high  schools 
of  the  State  as  a recruiting  device  for  several 
years  to  come.  It  is  obvious  to  everyone  that 
in  no  other  way  can  the  expenditure  be  justi- 
fied. It  has  to  be  amortized  over  a considerable 
length  of  time. 


The  Health  Fair  will  use  professional  exhibits, 
and  the  Committee  feels  that  if  the  Society  does 
not  put  up  a good  exhibit,  it  is  much  better  off 
putting  no  exhibit  at  all  up.  They  feel  the 
Society  can  not  afford  to  have  a cheap  looking 
exhibit. 

There  are  two  alternatives.  One  is  to  sponsor 
an  AMA  exhibit,  which  will  cost  perhaps  $450  in 
rent  and  in  transportation  charges  and  will  not 
say  anything  very  specifically  related  to  Dela- 
ware. The  other  is  to  build  an  exhibit.  They 
have  recommendations  for  the  exhibit,  and  we 
are  going  to  run  through  some  slides  rather 
quickly  to  show  you  in  general  what  the  Com- 
mittee proposes. 

(Mr.  Morris  then  presented  the  slide  demon- 
stration and  the  prepared  remarks  that  would 
accompany  the  showing  of  the  slides.) 

Mr.  Morris:  As  I mentioned  earlier,  in  order 
to  justify  this  expense  the  exhibit  has  to  be  set 
up  in  such  a way  that  it  can  be  used  again  and 
again,  in  hospital  lobbies,  on  cai’eer  days,  things 
of  this  kind.  Such  an  exhibit  is  going  to  cost, 
including  the  rental  for  the  Health  Participa- 
tion next  year,  not  less  than  $1500,  and  pos- 
sibly, quite  likely,  $2000.  The  Committee  asks 
for  an  appropriation  from  the  reserve  to  under- 
take the  project.  Obviously  this  is  the  kind 
of  thing  that  is  going  to  be  used  over  a number 
of  years  and  neither  should  nor  can  be  paid 
for  from  the  budget  of  one  year. 

A motion  was  made,  seconded  and  carried  to 
approve  the  report  of  the  Committee  on  the 
Participation  in  Health  Fair  as  recommended. 

President  McGee:  The  next  Committee  deals 
with  Maternal  and  Infant  Mortality. 

REPORT  OF  COMMITTEE  ON 
MATERNAL  AND  FETAL  MORTALITY  (1960) 

During  the  year  1960  there  were  a total  of 
11,636  live  births.  There  were  six  maternal 
deaths,  giving  a .53  maternal  deaths  per  thous- 
and deliveries. 

The  study  of  Delaware’s  maternal  deaths  show 
clearly  that  the  chief  causes  remain: 

1.  Hemorrhage 

2.  Infection 

3.  Embolic  phenomenon 

In  dealing  with  suspected  septic  abortion  it 
is  recommended  that  more  prompt  uterine  evacu- 
ation be  accomplished.  In  addition  immediate 
intra-uterine  and  blood  culture  should  be  ob- 
tained. Existing  anemia  should  be  corrected  and 
appropriate  antibiotic  therapy  should  be  insti- 
tuted as  soon  as  possible. 
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It  must  be  restated  that  acute  blood  loss  is 
still  the  most  common  preventable  cause  of 
maternal  death. 

The  committee  further  suggests  that  maternity 
patients  be  instructed  as  to  the  danger  of  ap- 
proaching delivery  with  a full  stomach. 

In  conclusion  we  request  that  a diagnosis  of 
pregnancy  regardless  of  the  primary  cause  of 
the  death  be  included  upon  the  death  certificate. 
This  will  greatly  help  improve  the  accuracy  ol 
the  statistics  at  the  state  level. 

REPORT  OF  THE 

COMMITTEE  ON  INFANT  MORTALITY 

The  Committee  on  Infant  Mortality  has  ex- 
panded the  study  of  perinatal  deaths  to  include 


all  neonatal  deaths,  those  occurring  within  the 
first  28  days  of  life.  The  plan  for  1961  is  to 
study  stillbirths  as  well  as  neonatal  deaths. 
Study  Sources; 

The  attending  physicians  again  supplied  the 
information  on  infant  deaths.  The  committee 
reviewed  these  data  and  classified  the  material. 
The  statistics  gathered  are  reported  in  Tables  I 
and  II. 

Discussion: 

There  appears  to  be  no  significant  change  in 
the  percentage  of  deaths  due  to  a specific  cause, 
except  that  the  number  due  to  congenital  ano- 
malies reached  a high  of  21.2%  during  1960, 
compared  to  a range  of  10.1%  to  16.9%  during 
the  preceding  6 years. 


TABLE  I 


Delaware 

Wilmington 

General 

Memorial 

St.  Francis 

Riverside 

Kent 

General 

Milford 

Memorial 

-Q 

QJ 

PQ 

Nanticoke 

USAF 
i Hospital 

Home 

Delaware 
1 State  Hospi 

Total 

Total  live  births 

2399 

2105 

2066 

867 

214 

1089 

1001 

385 

536 

733 

240 

1 

11636 

Deaths  in  1st  28  days 

30 

43 

28 

6 

4 

15 

16 

13 

8 

10 

ll-(7) 

1 

185 

Rate — 1st  28  days 

12.5 

20.4 

13.5 

6.7 

18.7 

13.8 

16 

33.8 

14.9 

13.6 

29.2 

15.9 

Deaths  in  1st  7 days 

29 

39 

25 

5 

3 

13 

15 

13 

7 

9 

7 

1 

166 

Rate — 1st  7 days 

12.1 

18.5 

12.1 

5.8 

14.0 

11.9 

15 

33.8 

13.1 

12.3 

29.2 

14.2 

Deaths  in  1st  24  hrs. 

16 

26 

21 

5 

0 

7 

10 

7 

3 

5 

5 

1 

106 

Rate — 1st  24  hrs. 

6.7 

12.4 

10.2 

5.8 

0 

6.4 

10 

18.4 

5.5 

6.8 

20.8 

9.1 

Deaths  in  1st  7 days 

wt.  over  1000  Gm. 

22 

27 

15 

3 

3 

7 

12 

9 

4 

8 

3 

1 

114 

Rate — 1st  7 days 

wt.  over  1000  Gm. 

9.2 

12.8 

7.3 

3.6 

14.0 

6.4 

12 

23.4 

7.5 

10.9 

12.5 

9.8 

(500-10001 

% Deaths  previable 

23.4 

27.9 

42.8 

33.3 

50 

40 

18.8 

30.8 

37.5 

10 

85.7 

% Deaths  viable  pre- 

matures 

56.6 

41.9 

46.5 

66.6 

0 

53 

62.4 

46.1 

25 

70 

100 

% Deaths  F.T. 

20 

30.2 

10.7 

0 

50 

6.6 

18.8 

23.1 

37.5 

20 

14.3 

Inadequate  prenatal 

care 

6 

15 

8 

2 

9 

6 

7 

4 

4 

1 

7 

1 

61 

% inadequate  prenatal 

care 

20 

34.9 

28.6 

33.3 

9 

40 

43.8 

30.8 

50 

10 

100 

100 

33 

Rate — deaths/1000  live  births 


Includes  4 deaths  probably  not  delivered  at  home. 

3 pneumonia  — 2 DOA’s  — one  26  days  old 

one  9 days  old 
one  died  in  doctor’s  office 
1 Asphyxia  due  to  overlying 
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TABLE  II 


Delaware 

Wilmington 

General 

Memorial 

St.  Francis 

Riverside 

Kent 

General 

Milford 

Memorial 

Beebe 

Nanticoke 

USAF 

Home 

Delaware 
State  Hospii 

jTotal 

Undetermined 

4 

18 

11 

4 

2 

4 

11 

7 

3 

5 

6 

1 

76 

Hyaline  Membrane 

7 

5 

2 

1 

1 

16 

Congenital  anomalies 

9 

12 

4 

1 

2 

2 

3 

3 

1 

1 

1 

39 

Intrauterine  anoxia 

2 

3 

5 

4 

2 

16 

Intracranial  hemorrhage 

3 

2 

4 

1 

1 

4 

15 

Bronchopneumonia 

1 

1 

1 

3 

6 

Aspiration  pneumonia 

1 

1 

2 

Pneumonia  & Peritonitis 

1 

1 

Osteogenesis 

Imperfecta 

1 

1 

2 

Meningitis 

1 

1 

Dehydration  - diarrhea 

1 

1 

1 

3 

Pulmonary  hemorrhage 

1 

2 

3 

Shock  due  to  hemorrhage 

from  placenta,  cord 

1 

1 

Generalized  hemorrhage 

1 

1 

Erythroblastosis 

1 

1 

2 

Asphyxia 

1 

1 

TOTAL 

30 

43 

28 

6 

4 

15 

16 

13 

8 

10 

11 

1 

185 

% autopsied 

73 

23 

62 

33.3 

51.2 

31.2 

66.6 

50 

60 

56.8 

% undetermined 

13.3 

52.3 

39.3 

66.7 

26.6 

68.6 

46.2 

37.5 

50 

40.6 

The  autopsy  percentage  continues  to  improve 
and  has  risen  from  39.2%  in  1954  to  56.8%  in 
1960.  As  expected,  the  number  of  deaths  due 
to  undetermined  causes  has  diminished. 

It  should  not  be  necessary  to  cite  specific  cases 
with  preventable  factors,  since  they  have  already 
been  reviewed  by  the  hospital  staffs  with  the 
intention  to  improve  the  care  of  mothers  and 
babies.  However,  a few  general  observations 
should  be  made. 

Women  in  premature  labor  continue  to  be 
sedated.  Repeated  discussion  of  this  factor 
should  occur  at  the  obstetrical  staff  meetings. 

Erythroblastosis  accounted  for  2 deaths.  One 
baby  was  only  1,700  gms.,  had  severe  respiratory 
distress,  and  was  delivered  following  an  abruptio 
placenta.  The  second  baby’s  difficulty  was  not 
due  to  the  Rh  factor.  This  death  probably  could 
have  been  prevented  by  earlier  exchange  trans- 
fusions to  lower  the  serum  bilirubin  level.  The 
committee  wishes  to  stress  the  importance  of 


observing  icterus  in  the  nursery  and  prompt 
investigation  of  the  cause  and  degree  of  rise 
in  bilirubin  level.  Blood  typing  as  well  as  Rh 
determination  should  be  done  on  the  mother 
and  baby.  The  hemantigen  test  on  the  mother's 
serum  wiU  reveal  other  types  of  antibodies,  which 
can  then  be  specifically  identified.  The  most 
important  factor  in  preventing  kernicterus  is 
the  reduction  of  the  bilirubin  level  by  exchange 
transfusion.  This  procedure  should  be  done  on 
any  infant  whose  indirect  bilirubin  is  over  20 
mg.%.  If  facilities  for  bilirubin  determinations 
and  exchange  transfusions  are  not  readily  avail- 
able the  infant  should  be  promptly  transferred 
for  proper  care. 

Of  the  19  babies  who  died  between  the  7th 
day  and  28th  day  of  life,  6 died  from  infection. 
5 died  from  congenital  anomalies  and  3 died 
from  dehydration.  All  three  of  those  dying  with 
diarrhea  and  dehydration  had  inadequate  care 
prior  to  admission  to  the  hospital  and  died  be- 
fore any  therapy  could  be  effective.  This  is  a 
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condition  in  which  parents  should  be  encouraged 
to  seek  prompt  attention  and  physicians  must  be 
careful  to  evaluate  the  ability  of  the  family 
to  handle  the  treatment  and  to  recognize  trouble. 
Earlier  and  seemingly  unnecessary  hospitaliza- 
tion so  that  adequate  observation  of  the  infant 
is  possible  and  simple  methods  of  hydration  can 
be  employed  are  far  more  profitable  than  chancing 
the  rapid  dehydration  that  can  occur  in  small 
infants. 

For  the  past  several  years,  it  has  appeared 
that  prenatal  care  was  improving.  However,  this 
year  the  percentage  of  inadequate  care  was  33%, 
compared  to  an  average  of  25%  for  the  previous 
years.  Perhaps  this  is  only  apparent  because  of 
better  histories  on  the  charts. 

The  neonatal  mortality  rate  for  the  U.S.A.  in 
1960  was  18.6/1000  live  births.  The  rate  for 
Delaware  was  15.9/1000  live  births. 

The  committee  wishes  to  again  acknowledge 
our  thanks  to  Mr.  L.  Morris,  Jr.,  Executive  Sec- 
retary of  the  Medical  Society  of  Delaware,  The 
Delaware  State  Board  of  Health,  and  the  co- 
operation of  all  the  physicians  interested  in  im- 
proving maternal  and  infant  care  in  Delaware. 

Respectfully  submitted 

F.  S.  Hassler,  M.D.,  Chairman 

J.  B.  Baker,  M.D. 

Pat  Crowther,  M.D. 

K.  L.  Esterly,  M.D. 

A.  M.  Gehret,  M.D. 

C.  R.  Green,  M.D. 

J.  A.  Krieger,  M.D. 

E.  F.  Milewski,  M.D. 

C.  G.  Pierce,  M.D. 

H.  Rosenblum,  M.D. 

A.  H.  Williams,  M.D. 

President  McGee:  We  will  now  hear  the  report 
on  Medical  Economics,  Dr.  Arminio. 

REPORT  OF  THE 

COMMITTEE  ON  MEDICAL  ECONOMICS 

During  the  past  year  the  Medical  Economics 
Committee  has  assumed  the  responsibility  given 
to  it  by  the  Assembly  at  the  past  meeting  to  in- 
vestigate further  the  advisability  of  using  in 
Delaware  a Relative  Value  Schedule  for  fees. 

The  committee  unanimously  concluded  that 
a Relative  Value  Schedule  would  be  of  worth 
and  assistance.  Value  schedules  of  other  states 
and  Medicare  were  considered.  The  value 
schedule  issued  by  California  was  accepted  as 
a working  model  with  the  knowledge  that  it 
should  be  and  would  be  re-evaluated  periodically. 
Local  groups  such  as  Surgery,  General  Prac- 
tice, Internal  Medicine,  Pediatrics,  and  Psychia- 


try were  considered  as  to  the  advisability  of  such 
a schedule,  and  they  concurred  to  its  advisability. 
The  committee  also,  through  some  of  its  mem- 
bers, has  made  some  inquiries  relative  to  this 
plan  with  Group  Hospital  Service  of  Delaware. 
This  has  been  informative  to  the  physician  par- 
ticipating in  these  discussions,  as  well  as  to  Blue 
Cross  in  discussing  some  of  the  common  prob- 
lems; but  to  date,  no  definite  conclusions  can 
be  drawn.  The  committee  definitely  plans  for 
the  coming  year,  if  the  assembly  so  wishes,  to 
explore  further  the  Relative  Value  Fee  Schedule 
and  to  educate  the  physicians  and  related  per- 
sons of  Delaware  as  to  its  true  purpose  and 
nature. 

Respectfully  submitted 

Joseph  A.  Arminio,  M.D.,  Chairman 

J.  W.  Barnhart,  M.D. 

W.  B.  Cooper,  M.D. 

D.  G.  Durham,  M.D. 

C.  L.  Edwards,  M.D. 

J.  J.  Egan,  M.D. 

E.  C.  Stambaugh,  M.D, 

I.  J.  Tikellis,  M.D. 

The  report  was  accepted. 

President  McGee:  Next  is  the  Committee  on 
Medical  Scholarships  headed  by  Dr.  Leonard 
Lang. 

REPORT  OF  THE 

COMMITTEE  ON  MEDICAL  SCHOLARSHIPS 

The  Committee  wishes  to  report  that  two  schol- 
arships have  been  awarded  to  Delaware  students 
who  entered  medical  school  this  September. 
Each  scholarship  was  in  the  amount  of  $500.00 
per  year  for  four  years  providing  that  the  recipi- 
ent maintains  good  academic  standing.  As 
you  will  remember,  the  House  of  Delegates  at 
last  year’s  meeting  assessed  the  membership 
to  provide  these  funds.  A total  of  approximately 
$2000.00  per  year  is  available  for  this  purpose. 
Thus,  only  one  new  scholarship  for  this  amount 
can  be  granted  for  each  of  the  next  three  years. 

In  light  of  our  experiences  in  the  first  year 
of  this  program,  the  Committee  desires  to  call 
your  attention  to  the  seriousness  of  the  problem 
of  financing  a medical  education,  and  to  suggest 
a possible  solution.  We  received  fourteen  ap- 
plications this  year  and  of  these,  ten  demon- 
strated a clear  cut  need  for  financial  help.  Since 
all  of  these  students  had  excellent  scholastic 
records,  our  awards  were  made  on  the  basis  of 
the  greatest  need.  In  order  to  gain  some  per- 
spective of  the  problem,  it  should  be  noted  that 
a four  year  medical  education  costs  approxi- 
mately $12,000.  Furthermore  in  the  Class  of 
1959,  statistics  indicate  that  those  students  in 
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debt  at  graduation  owed  an  average  of  $4000.00. 
The  Committee  felt  that  to  be  meaningful, 
$1000.00  per  year  should  be  available  to  those 
needing  financial  aid.  We,  therefore,  recom- 
mended to  the  Council  that  means  should  be 
sought  to  establish  a loan  fund  which  would 
make  available  on  a long  term,  low  interest  basis, 
aid  to  Delaware  students  attending  medical 
school.  In  this  way,  the  student  would  be  able 
to  borrow  money  and  repay  it  after  practice 
was  started.  Eventually  such  a fund  would  be 
self-sustaining.  The  Council  took  favorable  ac- 
tion on  this  proposal  and  the  Committee  recom- 
mends to  the  House  of  Delegates  that  it  take 
such  steps  as  it  deems  necessary  to  put  this  plan 
into  operation. 

Respectfully  submitted 

Leonard  P.  Lang,  M.D.,  Chairman 

J.  L.  Fox,  M.D. 

J.  F.  Hays,  M.D. 

Gordon  Keppel,  M.D. 

James  E.  Marvil,  M.D. 

The  report  was  accepted. 

President  McGee:  We  will  now  hear  the  report 
of  the  Committee  on  Medical  School  for  Dela- 
ware. 

REPORT  OF  THE  COMMITTEE  FOR 
MEDICAL  SCHOOL  FOR  DELAWARE 

A great  deal  of  progress  has  been  made  in 
the  past  year.  More  than  two  thirds  of  the 
Society’s  members,  replying  to  a questionaire. 
were  in  favor  of  a two  year  medical  school. 
Several  meetings  have  been  held  and  much 
information  has  been  collected. 

It  is  generally  agreed  that  a medical  school 
is  desirable  for  Delaware  and  can  be  a possibility 
if  funds  can  be  raised. 

Appointments  have  been  made  and  meetings 
with  Foundation  Officers  and  United  States 
Government  Officials  in  Washington  have  been 
scheduled  to  seek  funds. 

The  University  of  Delaware’s  present  position 
is  that  it  is  not  opposed  to  such  a school,  pro- 
vided funds  can  be  raised  privately. 

Your  chaiman  visited  Dartmouth’s  new  two- 
year  medical  school  in  August  and  was  very 
favorably  impressed.  Dartmouth  officials  very 
graciously  supplied  complete  information  re- 
garding all  phases  of  their  school  which  will 
cost  five  million  dollars  complete  with  library 
and  dormitories. 

Extract  from  a report  of  the  chairman’s  per- 
sonal visit  to  Dartmouth  Medical  School. 


Dartmouth’s  two-year  basic  science  medical 
school  is  impressive.  Its  new  seven  story,  3 
million  dollar  medical  science  building  with 
$750,000  worth  of  equipment  gives  the  impression 
of  quiet,  youthful  efficiency.  More  than  one- 
half  of  the  students  are  working  on  summer 
research  projects  financed  by  grants. 

A new  residence  to  house  80  single  students 
will  be  bult  soon  adjacent  to  the  medical  science 
building.  A library  and  an  auditorium  to  cost 
one-half  million  each  are  also  to  be  built.  A 
total  of  five  million  dollars  will  be  spent  on 
buildings  and  five  millions  will  be  raised  for 
endowments. 

Research  grants  are  the  life  blood  of  oper- 
ational funds.  All  movable  equipment  as  been 
paid  for  by  research  grants.  The  seventh  floor 
houses  animal  laboratories — mice,  rats,  dogs, 
goats,  guinea  pigs  and  turtles.  In  August  stud- 
ents were  busily  conducting  experiments  of  all 
varieties  including  atomic  radiation. 

Classrooms,  offices  and  other  laboratories  oc- 
cupy the  remaining  floors  with  the  anatomy 
department  occupying  the  entire  ground  floor 
An  ultra  modern  cold  room  is  used  to  keep  ana- 
tomical subjects  properly  preserved  except  dur- 
ing dissection  when  the  tables  are  wheeled  out 
in  the  dissecting  laboratory  and  returned  after 
use. 

The  feeling  of  the  Dean  and  his  associates 
is  that  48-50  in  each  class  is  the  ideal  number 
for  economical  teaching.  Teachers  are  easier 
to  obtain  for  a class  of  50  than  for  a smaller 
number. 

We  in  Delaware  can  do  what  Dartmouth  has 
done.  We  should  be  able  to  raise  five  million 
dollars  for  buildings  and  another  five  million 
for  endowments.  Grants  will  help  in  operational 
funds  and  we  should  not  require  state  aid. 

With  one  active  physician  per  1700  patients 
in  rural  Delaware  and  one  active  physician  per 
1000  patients  in  New  Castle  County,  our  needs 
are  clear. 

Appointments  are  now  being  made  to  ascertain 
availability  of  funds. 

A recent  volume  published  by  The  Association 
of  American  Medical  Colleges  has  some  inter- 
esting conclusions  in  regard  to  present  medical 
students: 

“It  is  a myth  that  only  the  students  at  the 
top  of  their  pre-medical  classes  have  a chance 
to  get  into  medical  school.  The  policies  of 
over  50  per  cent  of  medical  schools  call  for 
no  more  than  a C or  C-|-  average;  some  state 
no  minimum  grade-average  policy  at  all,  for 
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the  admissions  committees  realize  that  grading 
at  some  colleges  is  much  tougher  than  at 
others.  Obviously  there  is  room  for  quite  a 
number  of  “average  geniuses”  in  medicine! 
It  is  also  a myth  that  only  A students  are  ac- 
cepted by  medical  schools  but  it  also  a myth 
that  so-called  shortages  of  medical  applicants 
are  leading  schools  to  accept  students  with 
very  poor  academic  records.  Standards  re- 
main high,  and  almost  one-half  the  applicants 
are  rejected  each  year.  A need  does  exist 
for  more  applicants  at  the  topmost  level  of 
intellectual  ability,  for  the  rapid  advances  in 
medical  science  will  require  an  increasing 
number  of  very  able  research  scientists,  teach- 
ers, and  practitioners. 

Respectfully  submitted, 

James  E.  Marvil,  M.D.,  Chairman 

L.  B.  Flinn,  M.D. 

A.  H.  Gehret,  M.D. 

L.  C.  McGee,  M.D. 

P.  D.  Gordy,  M.D. 

C.  M.  Moyer,  M.D. 

A.  R.  Shands,  Jr.,  M.D. 

H.  V’P.  Wilson,  M.D. 

Mr.  Harry  W.  Lynch,  Consultant 

The  report  was  accepted. 

President  McGee:  The  report  of  the  Medical 
Service  and  Public  Relations  Committee  will 
now  be  heard.  Dr.  Morris. 


REPORT  OF  THE  COMMITTEE  ON 
MEDICAL  SERVICES  and  PUBLIC  RELATIONS 

The  committee  has  worked  on  several  projects 
during  the  past  year: 

(1)  For  the  past  three  years  the  committee 
has  been  trying  to  collect  a series  of  columns 
on  medical  topics  which  would  be  suitable  for 
a regular  column  in  the  State’s  weekly  news- 
papers. We  have  avoided  committing  ourselves 
to  supplying  this  weekly  column  until  we  had 
a backlog  of  at  least  50  topics  which  were  written 
up.  It  has,  over  the  past  three  years,  proven  im- 
possible to  amass  50  columns. 

Recently  we  have  learned  that  the  AMA  can 
supply  such  columns,  which  we  are  at  liberty 
to  edit  or  change  in  any  way  we  choose.  The 
committee  has  examined  one  or  two  sample 
columns  and  found  them  quite  acceptable. 

With  this  rich  and  nearly  effortless  source  of 
material  available  we  should  be  ready  to  launch 
the  weekly  column  during  the  next  year. 

(2)  The  question  of  spot  radio  announcements 
has  been  discussed  and  favorably  commented 
upon  by  the  committee.  No  progress  has  been 
made  beyond  the  discussion  stage. 

(3)  The  committee  has  discussed  the  develop- 
ment of  a code  of  cooperation  for  the  guidance 
of  newspapers,  radio,  television,  physicians  and 
hospitals,  in  the  dissemination  of  medical  news. 
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We  have  examined  the  code  which  has  been 
adopted  in  Cuyahoga  County,  Ohio.  Changes 
have  been  made  in  the  Cuyahoga  County  guide 
by  this  committee. 

When  this  code  seems  acceptable  to  this  com- 
mittee and  to  representatives  of  the  press  and 
radio  locally,  it  will  be  submitted  to  the  public 
relations  committee  of  the  three  County  Societies 
for  comment  and  approval. 

(4)  The  committee  has  received  material  it 
requested  from  the  Essex  County,  New  Jersey) 
Medical  Society  and  the  Lovelace  Clinic  (New 
Mexico)  about  the  formation  of  “Future  Phy- 
sicians Clubs.”  This  appears  to  be  another 
means  of  helping  to  keep  medically  oriented 
young  people  on  the  road  to  medical  school. 
The  formation  of  such  clubs,  if  they  are  to  be 
successful,  will  require  the  devotion  and  en- 
thusiasm of  many  physicians  and  a considerable 
burden  of  work  for  the  office  of  the  executive 
secretary. 

(5)  The  chairman  again  took  his  turn  holding 
a finger  in  the  dyke  by  talking  with  students 
during  Career  Day  at  one  of  the  New  Castle 
County  high  schools. 

(6)  The  committee  was  asked  by  the  Council 
to  be  of  assistance  to  the  Emily  P.  Bissell  Hos- 
pital, by  conducting  a survey  of  patients  with 
chronic  pulmonary  disease  other  than  tuber- 
culosis, in  the  hospitals  of  the  State.  A survey 
was  done  of  15  hospitals  in  the  State  on  Sep- 
tember 1,  1961.  The  results  of  this  survey  are 
appended  to  the  report. 

The  number  of  projects  which  this  committee 
can  usefully  undertake  to  improve  medical  ser- 
vices and  the  public  relations  of  this  Society 
is  limited  only  by  the  enthusiasm  of  the  com- 
mittee members  and  the  ability  of  the  office 
of  the  executive  secretary  to  handle  more  and 
more  and  more  work.  To  state  this  another  way, 
there  seems  to  be  no  limit  to  the  worthwhile 
projects  this  committee  might  undertake,  pro- 
vided we  have  the  professional  enthusiasm  and 
adequate  staffing. 

It  is,  I believe,  the  sense  of  this  committee 
that  the  office  of  the  executive  secretary  needs 
expansion  and  that  the  sooner  this  can  be  done, 
the  more  effective  its  work  can  become. 

Respectfully  submitted, 

Allston  J.  Morris,  M.D.,  Chairman 

L.  M.  Baker,  M.D. 

J.  J.  Bredall,  M.D. 

C.  A.  D’Alonzo,  M.D. 

O.  A.  James,  M.D. 

Lawrence  Katzenstein,  M.D. 


R.  R.  Layton,  Jr.,  M.D. 

G.  G.  Metzler,  M.D. 

D.  J.  Reinhardt,  III,  M.D. 

The  report  was  accepted. 

President  McGee:  Now  the  Report  of  the 
Committee  on  Medicare  Adjudication. 

REPORT  Or  THE 

COMMITTEE  ON  MEDICARE  ADJUDICATION 

Your  Committee  on  Medicare  Adjudication 
notes  a continuation  of  the  greatly  decreased 
volume  of  medicare  claims  requiring  adjudica- 
tion, as  reported  last  year.  To  date  in  1961, 
there  has  been  one  claim  for  a fee  over  and 
above  that  listed  in  the  schedule  of  allowances. 
It  was  the  Committee’s  opinion  that  the  fee, 
while  not  inherently  unreasonable,  did  not  make 
sufficient  allowance  for  the  general  income  level 
of  Medicare  patients.  It  was  our  recommenda- 
tion that  the  Government  pay  an  amount  higher 
than  the  scheduled  allowance,  but  lower  than 
the  amount  requested.  To  the  best  of  our  knowl- 
edge, this  has  been  accepted  by  all  parties  con- 
cerned. 

Also  referred  to  this  Committee  was  a con- 
tract amendment  promulgated  by  the  Govern- 
ment to  prohibit  either  the  Society  or  the  fiscal 
agent.  Group  Hospital  Service,  Inc.,  from  pub- 
lishing schedules  of  allowances  or  from  making 
specific  Medicare  allowances  known  to  members 
of  the  Society  on  the  request  of  the  members. 
It  was  our  recommendation  that  the  Society 
could  legitimately  agree  not  to  publish  a schedule 
of  allowances,  but  could  not  in  good  faith  nego- 
tiate a schedule  on  behalf  of  its  membership  and 
then  refuse  to  inform  the  membership,  on  ap- 
plication, of  what  allowances  had  been  negoti- 
ated. We  recommended,  therefore,  that  the  first 
point  be  accepted  and  the  second  point  rejected. 

The  contract  amendment  is  still  under  negoti- 
ation, but  we  have  reason  to  think  that  the 
Government  will  accept  our  recommendations 
for  changing  the  amendment. 

Respectfully  submitted, 

W.  F.  Preston,  M.D.,  Chairman 

R.  W.  Comegys,  M.D. 

L.  M.  Dobson,  M.D. 

O.  A.  James,  M.D. 

J.  B.  McClements,  M.D. 

W.  W.  Moore,  M.D. 

K.  S.  Russell,  M.D. 

Sidney  Stat,  M.D. 

The  report  was  accepted. 

President  McGee:  We  will  hear  the  report  of 
the  Committee  on  Medico-Legal  Affairs,  chaired 
by  Dr.  Metzger. 
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REPORT  OF  THE 
MEDICO-LEGAL  COMMITTEE 

The  Medico-Legal  Committee  began  its  1961 
activities  with  the  joint  Medico-Legal  Confer- 
ence held  at  the  Delaware  Academy  of  Medicine 
on  November  19,  1960.  Enclosed  is  a copy  of 
that  meeting. 

At  that  meeting,  the  joint  committee  was  in- 
structed to  pursue  several  items  which  were 
suggested  from  the  floor.  Among  these  were 
the  possibility  of  a privileged  communications  act, 
an  investigation  on  the  possibility  of  establishing 
a malpractice  screening  board,  a joint  expression 
of  policy  on  the  use  of  tetanus  antitoxin  at  the 
time  of  original  injury,  and  other  projects. 

These  have  been  pursued  and  developed  at  a 
number  of  dinner  meetings  held  at  the  Academy 
of  Medicine.  These  have  been  well  attended  by 
both  members  of  the  Bar  and  medical  profession. 

Arrangements  have  been  made  for  the  next 
annual  symposium  to  be  held  at  the  Academy 
of  Medicine  on  Saturday,  November  18th.  An 
outstanding  program  is  in  development. 

It  is  requested,  that  in  order  to  maintain  con- 
tinuity of  these  early  efforts,  that  the  mem- 
bership of  this  committee  remain  as  is  for  the 
year  to  come. 

Respectfully  submitted 

James  T.  Metzger,  M.D.,  Chairman 

R.  H.  Beckert,  M.D. 

J.  W.  Casscells,  M.D. 

L.  M.  Dobson,  M.D. 

J.  H.  Fougler,  M.D. 

P.  D.  Gordy,  M.D. 

M.  B.  Pennington,  M.D 

S.  G.  Rogg,  M.D. 

P.  A.  Shaw,  M.D. 

H.  W.  Smith,  M.D. 

The  report  was  accepted. 

President  McGee:  The  next  two  committee  re- 
ports I think  should  be  brought  to  your  attention 
because  of  the  importance  and  signiflcance  of 
them.  We  have  postponed  one  report,  that  of 
Medical  Education  by  Dr.  Heckler,  to  combine 
with  the  second  report  which  will  be  given  first. 
Relationships  with  Osteopaths.  The  question  was 
dumped  back  in  the  lap  of  each  State  Society 
by  the  House  of  Delegates  of  the  A.M.A.  last 
June,  with  authority  to  determine  under  local 
circumstances  what  steps  and  procedures  seem 
to  be  indicated.  Would  Dr.  Frelick  come  for- 
ward and  read  the  report  for  the  Committee 
on  Relationships  with  Osteapaths? 


REPORT  OF  THE  COMMITTEE  ON 
RELATIONSHIPS  WITH  OSTEOPATHS 

Your  Committee  on  Relationships  with  Osteo- 
paths reviewed  the  current  American  Medical 
Association  position  with  regard  to  ethical  re- 
lationships between  doctors  of  medicine  and 
doctors  of  osteopathy.  We  are  attaching  for 
reference  a statement  of  this  policy. 

1.  There  can  never  be  an  ethical  relationship 
between  a doctor  of  medicine  and  a cultist, 
that  is,  one  who  does  not  practice  a system 
founded  on  a scientific  basis. 

2.  There  can  never  be  a majority  party  and 
a minority  party  in  any  science.  There 
cannot  be  two  distinct  sciences  of  medicine 
or  two  different  yet  equally  valid  systems 
of  medical  practice. 

3.  Recognition  should  be  given  to  the  transi- 
tion presently  occurring  in  osteopathy,  which 
is  evidence  of  an  attempt  by  a significant 
number  of  those  practicing  osteopathic  medi- 
cine to  give  their  patients  scientific  medical 
care.  This  transition  should  be  encouraged 
so  that  the  evolutionary  process  can  be 
expedited. 

4.  It  is  appropriate  for  the  American  Medical 
Association  to  reappraise  its  application  of 
policy  regarding  relationships  with  doctors 
of  osteopathy,  in  view  of  the  transition  of 
osteopathy  into  osteopathic  medicine,  in 
view  of  the  fact  that  the  colleges  of  osteo- 
pathy have  modeled  their  curricula  after 
medical  schools,  in  view  of  the  almost  com- 
plete lack  of  osteopathic  literature  and  the 
reliance  of  osteopaths  on  and  use  of  medical 
literature,  and  in  view  of  the  fact  that  many 
doctors  of  osteopathy  are  no  longer  prac- 
ticing osteopathy. 

5.  Policy  should  now  be  applied  individually 
at  state  levels  according  to  the  facts  as 
they  exist.  Heretofore,  this  policy  has  been 
applied  collectively  at  national  levels.  The 
test  now  should  be:  Does  the  individual 
doctor  of  osteopathy  practice  osteopathy, 
or  does  he  in  fact  practice  a method  of 
healing  founded  on  a scientific  basis?  If 
he  practices  osteopathy,  he  practices  a cult 
system  of  healing  and  all  voluntary  pro- 
fessional associations  with  him  are  unethical. 
If  he  bases  his  practice  on  the  same  scien- 
tific principles  as  those  adhered  to  by  mem- 
bers of  the  American  Medical  Association, 
voluntary  professional  relationships  with 
him  should  be  deemed  ethical. 

We  particularly  call  your  attention  to  Section 
5,  which  is  of  special  importance  to  us  in  ap- 
proaching the  situation  at  a state  level. 
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After  discussing  this  revised  position  at  some 
length,  the  Coumitteee  makes  the  following 
recommendations : 

1.  The  Medical  Society  of  Delaware  should 
affirm  the  position  of  the  AMA  that  ethical 
relationships  between  doctors  of  medicine 
and  doctors  of  osteopathy  can  exist,  that 
under  proper  circumstances  such  a rela- 
tionship is  in  the  best  interests  of  the  public, 
and  that  these  circumstances  should  be 
evaluated  on  the  basis  of  individual  qualifi- 
cations at  a local  level. 

The  question  of  hospital  staff  appointments 
should  be  left  up  to  the  local  hospital  with 
a concurrence  of  the  appropriate  county 
medical  society.  The  State  Medical  Society 
would  not  consider  a local  arrangement 
based  upon  the  principles  enumerated  by 
the  AMA  as  unethical. 

2.  The  Medical  Society  of  Delaware  should  sug- 
gest that  at  an  educational  level  contacts 
between  doctors  of  medicine  and  doctors 
of  osteopathy  should  be  encouraged.  Again, 
final  decisions  should  be  made  by  the  or- 
ganizations and  groups  involved.  We  pro- 
pose that  attendance  by  physicians  holding 
either  degree  at  professional  meetings, 
courses,  joint  membership  in  educational 
groups  and  libraries  should  not  be  con- 
sidered per  se  unethical. 

3.  We  suggest  that  the  Medical  Council  of 
Delaware  give  consideration  to  unifying  the 
examination  given  to  doctors  of  osteopathy 
and  doctors  of  medicine  for  purposes  of 
licensure.  This  would  provide  local  hos- 
pital staffs  with  an  objective  basis  upon 
which  to  make  individual  decisions.  At 
present,  only  one  part  of  the  examination — 
the  section  on  Materia  Medica  and  Thera- 
peutics— is  given  in  different  form  to  doc- 
tors of  medicine  and  doctors  of  osteopathy. 

Respectfully  submitted 

R.  W.  Frelick,  M.D.,  Chairman 

J.  W.  Abbiss,  M.D. 

J.  J.  Davolos,  M.D. 

A.  M.  Gehret,  M.D. 

G.  B.  Heckler,  M.D. 

G.  W.  Martin,  M.D. 

Felix  Mick,  M.D. 

H.  V’P.  Wilson,  M.D. 

L.  P.  Lang,  M.D. 

The  report  was  accepted. 

President  McGee:  Thank  you.  Bob.  Before  we 
discuss  this,  I would  like  to  have  Dr.  Heckler’s 
Report  for  the  Medical  Education  Committee 


because  of  its  relationship  to  proposals  considered 
here. 

REPORT  OF  THE 

COMMITTEE  ON  MEDICAL  EDUCATION 

The  Committee  on  Medical  Education  is  always 
seeking  ways  to  communicate  the  latest  as  well 
as  the  safest  techniques  in  diagnosis  and  treat- 
ment to  the  physicians  of  Delaware.  At  the 
present  time  this  appears  to  be  best  accomplished 
through  the  Radio  Seminars.  The  radio  seminars 
have  now  successfully  completed  two  seasons, 
and  the  third  year  of  weekly  radio  programs, 
started  as  of  October  3,  1961  will  extend  through 
April  1962. 

There  is  a loyal  audience  to  the  radio  seminars 
at  the  various  listening  posts,  not  including  those 
who  listen  on  their  own  radios  and  hospital 
listeners.  The  official  listening-transmitting  sta- 
tions were  listed  in  previous  reports  and  need 
not  be  reiterated  at  this  time. 

Smith  Kline  & French  Laboratories  continue 
to  assist  us  financially  and  technically.  Dr.  Fred 
MacD.  Richardson  has  been  doing  outstanding 
work  in  assisting  in  programming  and  moder- 
ating. Our  own  receiving  stations,  hospitals,  and 
organizations  have  contributed  to  the  financing 
of  line  charges.  Any  additional  publicity  that  can 
be  given  to  the  radio  seminars  officially  or  by 
word  of  mouth  would  be  most  appreciated. 

Since  the  radio  seminars  do  not  attract  or 
reach  all  groups  and  specialists  other  overtures 
have  been  made.  The  possibilities  of  traveling 
seminars  with  guest  speakers  and  symposia  in 
various  locale  have  been  explored.  At  the 
present  time,  interest  in  this  type  of  presentation 
has  been  lacking  and  will  be  delayed  to  a later 
date. 

Nationally  and  locally  the  role  of  osteopathic 
physicians  in  our  society  has  become  of  major 
concern  and  deserves  our  unbiased  attention. 
In  July,  1961  your  chairman  attended  a meeting 
in  Wilmington  regarding  this  problem.  It  ap- 
pears that  one  avenue  of  establishing  better 
rapport  with  osteopathic  physicians  on  a neu- 
tral ground,  is  by  inviting  them  to  attend  our 
medical  and  clinical  conferences.  This  basis 
of  meeting  would  lend  itself  well  to  acquainting 
us  with  their  medical  abilities  and  future  evalu- 
ation and  at  the  same  time  disseminate  medical 
information  which  must  ultimately  result  in 
better  patient  care. 

Respectfully  submitted, 

G.  Barrett  Heckler,  M.D.,  Chairman 

Leonard  Lang,  M.D. 

Laurence  L.  Fitchett,  M.D. 
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The  report  was  accepted. 

President  McGee:  Thank  you,  Dr.  Heckler. 
Now  you  have  in  a nutshell  the  proposals  which 
are  before  you.  They  are  of  considerable  signifi- 
cance. By  way  of  emphasis  I would  like  to 
point  out  that  it  is  proposed  that  any  practi- 
tioner, in  this  instance  an  osteopathic  physician, 
be  evaluated  as  an  individual  as  to  whether  he 
practices  scientific  medicine.  We  see  no  basis 
whereby  we  can  approve  or  pull  together  a 
cult  approach  to  medicine.  There  is  one  scien- 
tific approach  to  medicine.  To  the  extent  that 
individuals  are  willing  to  follow  that  stream — 
and  those  of  you  who  have  studied  their  educa- 
tional curriculum  are  aware  of  the  fact  that  by 
and  large  their  education  parallels  our  own  with 
the  exception  of  some  of  the  material  in  the 
career  medical  courses  which  is  carried  into 
the  examination — that  is  essentially  the  only 
difference,  the  kind  of  examination  they  take 
for  a state  license. 

In  some  areas  of  the  State  there  has  been 
relayed  to  the  Council  of  the  Medical  Society  of 
Delaware  a feeling  that  groups  were  in  a posi- 
tion to  evaluate  the  individual  whose  caliber  of 
practice  was  scientific  and  that  possibly  the 
time  had  come  for  a re-examination  on  an  in- 
dividual basis  of  where  they  would  fit  into  our 
medical  life. 

Dr.  Heckler’s  Committee  on  Medical  Educa- 
tion has  proposed  a device  whereby  we  can 
know  them  better  and  determine  their  interests 
by  having  them  come  to  the  Educational  Con- 
ferences at  our  hospitals,  particularly  in  those 
areas  where  there  are  training  programs  for 
the  interns  and  house  officers,  giving  first  the 
educational  opportunity  which  the  osteopath  has 
in  times  past  indicated  he  would  like  to  have; 
and,  secondly,  an  opportunity  for  the  hospital 
group  as  it  now  exists,  with  M.D.’s  on  the  staff, 
to  evaluate  the  individual  and  see  what  his 
contribution  might  be. 

That  pattern  is  of  course  not  unique,  the 
pattern  in  many  hospitals  is  one  of  evaluating 
what  one  who  is  on  the  staff  may  do.  One  who 
is  not  trained  in  surgery,  as  myself,  for  ex- 
ample, will  have  no  privilege  in  any  of  the 
hospitals  where  I have  a staff  appointment,  to 
attempt  to  do  major  surgery,  and  I think  that 
is  as  it  should  be.  I think  an  extension  of  that 
type  of  thinking  represents  a protective  device 
and  a constructive  one  for  the  future. 

May  I have  some  discussion  of  this  and  an 
expression  of  opinion  as  to  what  you  think  should 
be  done  with  it,  these  two  reports  dovetailing 
as  they  do. 


Dr.  McGuire:  I would  like  to  ask  whether  the 
Committee  has  been  in  conference  with  the 
osteopathic  group  and  what  if  any  overtures 
they  have  made  in  this  direction  and  what  is 
their  interest  in  merging  in  a unified  form  in 
advancing  their  medical  education  in  conjunc- 
tion with  us. 

President  McGee:  Dr.  Frelick,  will  you  com- 
ment on  the  question  of  Dr.  McGuire? 

Dr.  Frelick:  The  osteopathic  group  is  definitely 
interested  in  this  problem.  Their  first  reaction 
to  our  approach  is,  “Well,  why  do  we  have  to 
approach  this  individually?  Why  not  as  a group?” 
Well,  when  this  is  explained  to  them,  the  fact 
that  a man,  for  example,  belongs  to  a State 
Medical  Society  does  not  necessarily  mean  he 
is  going  to  be  able  to  join  a hospital  staff,  that 
we  make  individual  choices  all  along,  this  was 
accepted  by  the  representatives  from  their  group; 
I think  with  complete  understanding. 

They  accept  and  look  forward  to  educational 
contacts  such  as  we  have  suggested.  I think 
that  they  like  to  be  thought  of  as  practicing 
scientific  medicine,  and  they  feel  that  many 
doctors  don’t  appreciate  their  own  educational 
background  and  efforts.  They  look  forward  to 
the  type  of  informal  educational  contacts  that 
have  been  suggested  as  a method  of  improving 
communication  between  the  two  groups,  which 
we  feel  is  important  for  the  betterment  of  the 
care  of  the  public  in  general. 

From  The  Floor;  Do  they  have  materia  medica 
and  bacteriology  in  medical  schools? 

Dr.  Frelick:  Yes.  Their  curriculum  includes, 
at  least  by  title,  the  things  that  we  see  in  the 
ordinary  Grade  A Medical  school. 

I,  incidentally,  have  also  gone  over  the  materia 
medica  examinations  that  have  been  given  for 
the  last  ten  to  fifteen  years  to  the  Doctors  of 
Osteopathy  who  are  now  in  the  State,  this  be- 
ing the  only  section  which  is  different  from 
that  which  the  rest  of  us  took.  This  informa- 
tion usually  has  11  questions,  from  which  one 
is  able  to  choose  10.  Only  one  or  two  of  these 
examinations  deal  directly  with  anything  con- 
cerned with  osteopathy.  The  questions  are 
general,  the  treatment  of  diabetic  coma,  cere- 
bral thrombosis,  coronaries,  and  so  forth.  I can’t 
comment  on  this.  But  I would  say  that  their 
examination,  at  least  in  terms  of  the  title  of  the 
questions  do  include,  except  for  this  minor  quali- 
fication, things  that  we  would  consider  to  be 
part  of  our  examination. 

There  was  further  discussion  from  the  floor. 
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President  McGee:  I wonder,  Dr.  Frelick,  if  at 
this  point  it  ould  be  wise  for  you  to  summarize 
the  three  recommendations  of  your  committee 
so  that  we  have  them  fairly  clearly  set  in  mind 
as  to  what  they  mean  and  how  far  we  are  going. 

Dr.  Frelick:  Our  recommendations  were  as 
follows:  That  the  Medical  Society  should  affirm 
the  A.M.A.  position  that  ethical  relationships 
can  be  maintained  on  an  individual  basis,  con- 
sidering individual  qualifications  at  a local  level; 
that  hospital  staff  appointments  should  be  left 
to  the  local  hospital  with  concurrence  of  the 
appropriate  county  society;  that  any  local  ar- 
rangement would  not  be  considered  by  the  State 
Society  as  unethical.  Two,  that  the  Medical 
Society  suggests  at  an  educational  level  contacts 
between  Doctors  of  Medicine  and  Osteopathy 
should  be  encouraged. 

On  the  other  hand,  we  felt  that  we  are  in  no 
position  to  insist  that  various  organizations  do 
this,  only  that  we  propose  that  attendance  at 
meetings,  courses,  joint  memberships,  educa- 
tional groups  and  libraries  should  not  be  con- 
sidered by  the  State  Society  as  unethical. 

Furthermore,  we  proposed  that  the  Medical 
Council  of  Delaware  give  consideration  to  uni- 
fying the  examination  given  to  both  Doctors  of 
Osteopathy  and  Medicine. 

President  McGee:  You  have  heard  the  sum- 
mary of  the  three  recommendations.  What  do 
you  wish  to  do? 

A motion  was  made,  seconded  and  carried 
approving  the  three  recommendations  of  the 
Committee  on  Relationships  with  Osteopaths. 

President  McGee:  It  is  carried,  and  the  signifi- 
cance of  it  is  that  it  is  actually  back  at  the 
community  level  and  I would  say  at  the  County 
Society  level  as  far  as  their  approval  or  dis- 
approval of  any  particular  arrangement  might 
be  concerned,  and  in  saying  that  I think  of  the 
fact  that  in  Kent  and  Sussex  there  is  no  hospital 
for  the  osteopath  to  practice  in.  It  may  be,  as 
pointed  out  by  Dr.  Frelick,  since  they  have  a 
hospital  in  New  Castle  County  that  they  will 
not  be  interested  and  that  the  question  may 
not  come  up  for  a long  time  so  far  as  we  are 
concerned.  But  in  the  meanwhile  there  will  be 
this  educational  opportunity  to  find  out  what 
their  feeling  is  as  individuals  and  where  we 
go  from  there,  without  any  commitment  beyond 
that.  This,  of  course,  has  nothing  to  do  with 
membership  in  either  this  Society  at  the  present 
time  or  any  action  of  forcing  them  into  a hos- 
pital staff. 


President  McGee:  We  will  move  along  now 
to  the  next  committee  report  having  to  do  with 
school  health  here.  Dr.  Frelick. 

REPORT  OF  THE 

COMMITTEE  ON  SCHOOL  HEALTH 

The  Committee  on  School  Health  has  met  on 
several  occasions.  The  potentials  of  the  com- 
mittee have  been  hampered  by  the  lack  of  any 
direct  liaison  with  the  State  Department  of  Edu- 
cation and  the  work  of  the  committee  has  been 
delayed  by  trying  to  establish  such  liaison  both 
informally  and  formally. 

It  had  been  hoped  that  the  State  Department 
of  Education  would  reactivate  the  State  Health 
Council.  This  was  a joint  group  of  physicians, 
administrators  and  educators  that  advised  the 
State  Department  of  Education  on  school  health 
policies.  It  has  not  been  active  for  several  years. 
Both  the  A.M.A.  and  N.E.A.  (National  Education 
Association)  have  advocated  the  establishment 
of  such  advisory  councils  on  state  and  local  levels. 

In  order  to  find  out  the  extent  of  participation 
in  school  health  problems  at  the  local  level  in 
Delaware  the  committee  has  suggested  that  the 
attached  letter  be  sent  to  all  members  of  the 
state  society,  if  the  medical  council  consents.  It 
is  recognized  that  it  is  a little  long  and  detailed, 
but  we  hope  it  may  serve  as  a stimulant  to  many 
physicians  to  develop  an  interest  in  School  Health 
problems  as  well  as  be  a source  of  information 
to  the  committee. 

The  committee  has  also  met  with  representa- 
tives of  the  School  Nurses  Section  of  the  Dela- 
ware Nurses  Association  in  an  effort  to  attain 
a better  understanding  of  their  problems  and 
an  attempt  to  gain  liaison  at  the  “grass  roots” 
level  with  the  schools.  It  is  understood  that  the 
school  nurse  section  may  initiate  a survey  of 
school  nurses  to  determine  the  practices  in  each 
district  especially  in  their  relationship  to  phy- 
sicians. The  ideal  we  are  striving  for  is  the 
establishment  of  local  health  councils  in  each 
district.  This  means  that  effective  contacts  must 
be  made  with  school  administrators.  This  can 
be  done  in  part  by  individual  physicians  in  key 
positions  and  hopefully  through  contacts  with 
the  State  Board  of  Education.  We  now  have 
a good  contact  with  the  State  PTA  Health  Chair- 
man— through  Dr.  H.  Reed,  a member  of  this 
committee. 

It  is  hoped  that  the  proposed  survey  letter 
to  the  members  of  this  State  Society  will  be  a 
first  step  in  arousing  interest  in  the  great  poten- 
tials of  a good  school  health  program.  Proper 
contact  of  students  with  health  problems  especial* 
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ly  at  the  educational  level  will  be  necessary  to 
ensure  that  we  have  patients  educated  both  to 
basic  health  problems  and  to  health  practices. 
This  in  turn  may  help  determine  what  type  of 
medicine  we  will  be  able  to  practice  in  the  years 
ahead.  Our  future  is  with  our  youth. 

Respectfully  submitted 

R.  W.  Frelick,  M.D.,  Chairman 

L.  V.  Anderson,  M.D. 

J.  B.  Baker,  M.D. 

Sarah  Bishop,  M.D. 

W.  J.  Holloway,  M.D. 

M.  H.  Mires,  M.D. 

A.  R.  Shands,  Jr.,  M.D. 

H.  D.  Reed,  M.D. 

R.  O.  Y.  Warren,  M.D. 

A.  J.  Wildberger,  M.D. 

A.  H.  Williams,  M.D. 

The  report  was  accepted. 

President  McGee:  Coming  now  to  the  reports 
of  various  delegates  and  liaison  members.  Dr. 
McGuire’s  report  as  Delegate  to  the  AM. A.  has 
been  published  in  the  August  issue  of  the  Del- 
aware Medical  Journal. 

Dr.  McGuire:  I would  like  to  read  the  resolu- 
tion on  the  support  of  the  A.M.A.  by  the  Medi- 
cal Society  of  Delaware: 

“WHEREAS  numerous  efforts  have  been  made 
in  recent  months  by  certain  political  opponents 
of  the  American  Medical  Association  to  discredit 
the  Association  by  insinuating  that  it  does  not 
have  the  support  of  the  majority  of  practicing 
physicians  in  this  country  and  does  not  repre- 
sent the  will  of  such  physicians, 

“THEREFORE  BE  IT  RESOLVED  that  the 
Medical  Society  of  Delaware  go  on  public  record 
as  stating  emphatically  that  the  American  Medical 
Association  has  the  general  support  of  the  phy- 
sicians of  Delaware  and  specifically  does  repre- 
sent the  feeling  of  the  Medical  Society  of  Del- 
aware in  legislative  issues  in  which  it  is  presently 
engaged;  and 

“BE  IT  FURTHER  RESOLVED  that  the  county 
medical  societies  of  Delaware  be  encouraged  to 
express  themselves  on  this  issue  and  to  make 
their  expressions  known  to  the  public.” 

It  was  moved,  seconded  and  carried  that  the 
resolution  be  adopted. 

President  McGee:  The  liaison  reports  will  now 
be  given. 

REPORT  OF  THE  REPRESENTATIVE 
TO  THE  DELAW  ARE  ACADEMY  OF  MEDICINE 

The  Delaware  Academy  of  Medicine  continues 
to  serve  as  the  center  of  the  many  activities  of 
organized  medicine  in  Delaware. 


Among  the  group  which  use  the  facilities  of 
the  Academy  may  be  found  the  Medical  Society 
of  Delaware,  the  Delaware  State  Dental  Society, 
The  New  Castle  County  Medical  Society,  the 
Woman’s  Auxiliary  to  the  Medical  Society  of 
Delaware,  the  Delaware  Academy  of  General 
Practice,  the  Delaware  Diabetes  Society,  the  Del- 
aware Division  of  the  American  Cancer  Society 
and  others. 

General  meetings  have  included  The  Second 
Annual  Lecture  on  Diseases  of  the  Chest  made 
possible  by  the  Delaware  Tuberculosis  and  Health 
Society.  A meeting  sponsored  by  the  Delaware 
Academy  of  General  Practie  and  the  Delaware 
Division  of  the  American  Cancer  Society  was 
addressed  by  George  T.  Pack,  M.D.,  of  New 
York  who  discussed,  “The  Problem  of  the  Pig- 
mented Mole  in  Malignant  Melanoma.” 

In  November,  1960,  the  first  Art  Exhibit  was 
opened  in  the  Dining  Room  of  the  Academy. 
Sixty  paintings  by  twenty  members  of  the  Acad- 
emy were  on  display. 

The  Academy  continues  to  be  one  of  the  spon- 
sors of  the  Delaware  Science  Fair  and  awarded 
certificates  of  merit  to  the  two  winning  exhibits 
in  the  Biological  Section. 

Your  attention  is  invited  to  the  Health  Fair 
which  is  being  sponsored  by  the  Academy.  The 
Fair  will  be  held  in  the  State  Armory  in  Wil- 
mington beginning  Wednesday,  March  14,  and 
ending  Wednesday,  March  21,  1962. 

Exhibits  will  be  non-commercial,  scientific  in 
nature  and  pertaining  to  health  education  as  well 
as  to  medical  or  allied  fields.  There  will  be  no 
admission  charge. 

That  which  I am  about  to  read  has  appeared 
in  the  August  issue  of  the  Delaware  Medical 
Journal.  I ask  your  indulgence  while  I bring 
this  information  to  you  at  this  time. 

Objectives  of  the  Fair 

1.  The  presentation  of  authoritative  medical 
information  in  a manner  and  form  useful  and 
understandable  by  the  laity. 

2.  To  attract  more  persons  into  employment 
in  the  fields  of  medicine,  para-medicine,  health 
and  science. 

3.  To  arouse  in  young  people  a desire  and  de- 
termination to  prepare  themselves  for  a life 
career  in  medicine  or  allied  health  fields. 

The  Health  Fair  is  entitled  to  and  needs  the 
continuous  assistance  and  support  of  each  and 
every  member  of  the  Medical  Society  of  Dela- 
ware. It  will  be  helpful  if  you  will  keep  abreast 
of  Health  Fair  affairs  as  they  develop. 

Some  members  will  be  requested  to  share 
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some  of  their  most  valued  possessions;  namely, 
their  time  and  knowledge  in  serving  as  demon- 
strators of  exhibits  in  which  they  are  interested 
and  qualified  to  answer  the  searching  questions 
of  teen-agers  who  have  participated  in  Science 
Fairs  in  our  community  as  well  as  members  of 
the  general  public. 

The  Health  Fair  will  be  open  to  school  children 
in  guided  tours  each  week-day  from  nine  in  the 
morning  until  three  in  the  afternoon.  School 
authorities,  public  and  parochial  and  private, 
have  been  invited  to  send  children  and  their 
teachers  to  the  Health  Fair  and  it  has  been 
estimated  that  between  seven  and  eight  thousand 
children  may  participate  in  the  guided  tours. 

One  of  the  exhibits  is  spoken  of  as  the  “Trans- 
parent woman”  which  is  located  in  a small 
“theatre”  seating  60  persons.  As  the  various 
blood  vessels  and  organs  are  illuminated  by 
electric  lights  a taped  recording  by  a woman 
explains  or  describes  the  functions  of  the  part  or 
organ  so  illuminated. 

This  reporter  is  of  the  opinion  that  the  Health 
Fair  referred  to  will  be  conducted  successfully 
if  the  resources  of  the  medical  and  allied  pro- 
fessions are  made  available  in  full  to  the  spon- 
soring Delaware  Academy  of  Medicine.  Basic- 
ally our  over-all  objective  is  the  recruitment  of 
people  to  fill  the  vacancies  present  and  future  in 
medical  and  allied  fields.  We  should  join  with 
industry  and  governmental  agencies  in  making 
re-training  available  to  those  who  are  unem- 
ployed by  reason  of  automation  in  industry. 

Victor  D.  Washburn,  M.D. 

The  report  was  accepted. 

LIAISON  WITH  THE  DELAWARE 
TUBERCULOSIS  AND  HEALTH  SOCIETY 

Statistics  obtained  from  the  Statistical  De- 
partment of  the  Delaware  State  Board  of  Health 
indicate  that  up  to  October,  1961  there  has  been 
a marked  increase  in  new  tuberculosis  cases 
diagnosed  in  comparison  with  the  same  period 
in  1960.  In  1961 — 136  cases;  in  1960 — 127  cases. 
This  is  an  increase  of  7V^  percent.  At  last  count 
597  residents  were  receiving  treatment  in  the 
hospital  or  at  home. 

The  mobile  unit  teams  of  the  Society  and 
the  State  Board  of  Health  continue  to  lead  the 
attack  on  tuberculosis.  Approximately  75,000 
PFX  x-rays  are  taken  each  year  by  the  mobile 
units.  Society  and  Hospital  Units.  In  addition, 
larger  confirmatory  films  are  taken  at  our  Society 
Building. 

The  third  annual  endowed  lecture  on  some 
phase  of  respiratory  diseases,  jointly  sponsored 
by  the  Delaware  Academy  of  Medicine  and  the 


Delaware  Tuberculosis  and  Health  Society  will 
be  held  November  7,  1961  at  the  Academy  Build- 
ing. The  speaker  will  be  H.  William  Harris, 
M.D.,  President-elect  of  the  American  Thoracic 
Society  of  Philadelphia,  Penna.  His  subject  will 
be,  “The  Riddle  of  Emphysema.” 

The  Society’s  activities  include  case  finding, 
nursing  care  in  cooperation  with  the  Wilming- 
ton Visiting  Nurse  Association;  rehabilitation; 
nurses  scholarships  at  the  University  of  Delaware; 
Hospital  student  nurse  program  at  the  Emily 
P.  Bissell  Hospital;  research  in  pulmonary  func- 
tion, clinical  sarcoidosis  and  tuberculin  testing. 

Respectfully  submitted, 
Gerald  A.  Beatty,  M.D. 

LIAISON  WITH 

DELAWARE  VOCATIONAL  REHABILITATION 

No  problems  have  arisen  which  have  necessi- 
tated a meeting  of  the  Liaison  Committee  with  the 
the  Delaware  Vocational  Rehabilitation.  I would 
like  to  include  some  figures  taken  from  the  re- 
port of  the  fiscal  year  of  1961  which  I am  sure 
will  be  of  interest  to  all  physicians. 

A record  520  disabled  persons  were  rehabili- 
tated into  employment  during  the  past  fiscal 
year.  The  average  wage  of  these  individuals 
before  rehabilitation  was  $3.18  per  week  and 
after  rehabilitation  $45.58  per  week.  The  total 
cost  of  this  program  was  $277,368.00,  of  which 
53%  was  paid  by  the  federal  government  and 
40%  by  the  state  government.  Of  this  amount 
approximately  $85,000  was  paid  to  doctors  for 
examination,  hospitals,  surgical  appliances,  treat- 
ment, etc. 

One  additional  item  which  I believe  will  be  of 
interest  is  the  fact  that  on  the  basis  of  the  num- 
ber of  rehabilitations  per  100,000  population, 
Delaware  ranked  fourth  in  the  nation. 

The  State  Vocational  Service  has  played  a large 
part  in  the  rehabilitation  of  amputees  including 
fitting  them  with  prostheses.  As  you  all  know, 
there  is  no  amputation  or  prosthetic  clinic  in 
Delaware,  and  as  a result  no  coordinating  service 
to  supervise  the  patient,  prescribe  physical  ther- 
apy, and  eventually  a prosthesis.  This  is  deemed 
advisable.  The  desirability  of  such  a clinic  stems 
largely  from  the  fact  that  very  few  of  the  am- 
putations in  Delaware  are  done  by  people  who 
have  any  interest  or  training  in  prostheses. 

I should  like  to  propose  that  the  House  of 
Delegates  of  the  Medical  Society  of  Delaware 
give  consideration  to  the  establishment  of  an 
amputation  and  prosthetic  clinic. 

Respectfully  submitted, 

S.  Ward  Casscells,  M.D. 

The  report  was  accepted. 
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HAPPY  BIRTHDAY,  NEW  ENGLAND  JOURNAL 

One  hundred  and  fifty  years  ago  saw  the 
birth  of  The  New  England  Journal  of  Med- 
icine and  Surgery,  and  the  Collateral 
Branches  of  Science.  Without  interruption 
and  with  only  a temporary  change  of  name, 
it  finally  developed  into  that  modern  highly 
respected  journal  carrying  only  the  first 
portion  of  the  original  title.  An  unchal- 
lenged leader  of  the  field,  this  journal’s 
pages  have  shown  a true  picture  of  the 
development  of  medical  practice  during  its 
existence. 

It  is  fitting  that  the  January  4th  issue 
of  The  New  England  Journal  should  carry 
three  special  articles  concerning  Boston  and 
New  England  in  1812,  a history  of  The 
Boston  Dispensary  (1796-1962),  and  a 
discussion  of  selected  papers  published  in 
its  pages. 

Reprinted  in  its  entirety  is  a remarkable 
article  “Remarks  on  Angina  Pectoris”  by 
Professor  John  Warren.  Written  and  pub- 
lished in  1812,  it  is  good  reading  in  1962. 
A timely  commentary  by  Dr.  C.  Sidney  Bur- 
well  brings  it  up  to  date. 

Yes,  the  New  England  Journal  is  a leader 
in  medical  education.  Its  “Case  Records 
of  the  Massachusetts  General  Hospital”  are 
masterpieces.  Happy  Birthday  and  many 
happy  returns! 

THE  PROPER  ELECTROCARDIOGRAM 

It  is  fitting  that  proper  Bostonians  should 
write  about  the  diagnostic  problems  result- 
ing from  improper  electrocardiographic 
technique.  Riseman  and  Sagall*  analyze 
four  hundred  and  ninety-two  electrocardio- 
graphic problems  submitted  to  their  “elec- 
trocardiogram clinics”  at  Harvard  over  a 
five  year  period.  Forty-one  of  the  problem 
cases  presented  were  directly  related  to 

*Riseman,  J.E.F.,  and  Sagall,  E.L.:  Diagnostic  Problems  Re- 
sulting From  Improper  Electrocardiographic  Technic,  J.A.M.A. 
178:  806.  1961. 


technical  errors  in  taking  the  electrocardio- 
gram. While  admittedly  the  group  of  four 
hundred  ninety-two  tracings  is  a selected 
group  because  they  presented  problems  to 
men  with  an  unusual  amount  of  training  in 
the  subject,  the  very  fact  that  forty-one  of 
these  showed  poor  technique  is  a reflection 
on  the  lack  of  care  shown  by  some  clinicians 
in  the  technical  aspects  of  this  procedure. 

The  superimposition  of  alternating  cur- 
rent and  somatic  tremor  may  well  reach 
a degree  where  it  will  obscure  some  signifi- 
cant cardiac  arrhythmia.  A wandering 
base  line,  frequently  due  to  improper  prep- 
aration of  the  patient,  will  make  it  difficult 
if  not  impossible  to  give  an  accurate  mea- 
surement of  ST  segment  deviation. 

The  authors  refer  to  improper  mounting 
of  the  electrocardiogram;  this  could  be 
obviated  as  a technical  error  if  all  physi- 
cians responsible  for  reading  electrocardio- 
grams would  do  so  before  the  tracing  is  cut. 

Be  that  as  it  may,  the  fact  remains  that 
too  many  errors  in  clinical  judgement  are 
caused  by  pure  carelessness  in  technique  in 
this  most  important  field. 

DELAWARE  TO  HOST  COLLEGE  OF  PHYSICIANS 

Saturday,  February  10th  is  the  day  that 
Delaware  will  be  host  to  a Regional  Meet- 
ing of  the  American  College  of  Physicians. 
The  meeting  will  be  held  at  the  Delaware 
Academy  of  Medicine  in  Wilmington  and 
all  interested  physicians  are  welcome. 

In  keeping  with  the  general  principles 
applied  to  such  meetings,  the  Program 
Committee  has  maintained  an  excellent 
balance  between  papers  which  allow  some 
of  our  younger  members  to  express  them- 
selves and  others  which  present  out  of 
town  authorities  speaking  in  their  particu- 
lar field.  The  program  may  be  obtained 
from  the  Medical  Society  Office. 
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New  Officers 


Alcohol  Center 
Transferred 


The  New  Castle  County  Medical  Society  elected  all  Wilmington  phy- 
sicians as  officers  for  the  new  year:  Daniel  J.  Preston,  M.D.,  presi- 
dent; Henry  H.  Stroud,  M.D.,  president-elect;  Wallace  M.  Johnson, 
M.D.,  vice-president;  Harry  J.  Repman,  M.D.,  secretary;  and  John 
W.  Alden,  M.D.,  treasurer;  Andrew  M.  Gehret,  M.D.,  (out-going 
president)  was  elected  to  the  board  of  directors;  John  J.  Graff,  M.D., 
to  the  board  of  censors;  and  Harold  A.  Tarrant,  M.D.,  councilor. 

The  Kent  County  Medical  Society  officers  newly  installed  are:  Eugene 
R.  McNinch,  M.D.,  president;  Otakar  J.  Pollack,  M.D.,  vice-presi- 
dent; Edward  S.  Dennis,  M.D.,  secretary-treasurer;  Harry  G.  Neese, 
Jr.,  M.D.,  and  John  J.  Lazzeri,  M.D.,  councilors. 

Newly  elected  officers  of  the  Sussex  County  Medical  Society  for  1962 
are:  Joseph  A.  Elliott,  M.D.,  president;  Ulo  Ware,  M.D.,  vice- 
president;  Robert  F.  Lewis,  M.D.,  secretary-treasurer;  James  Homan, 
M.D.,  and  James  E.  Marvil,  M.D.,  councilors. 

The  Center  of  Alcohol  Studies  which  had  its  beginning  at  Yale  Uni- 
versity in  1921  will  be  relocated  at  Rutgers,  as  the  Rutgers  Center  of 
Alcohol  Study,  as  announced  by  Dr.  Mason  W.  Gross,  President.  It 
is  expected  that  the  transfer  will  be  completed  by  Spring  of  1962. 
Correspondents  are  requested  to  use  the  present  address,  52  Hill- 
house  Avenue,  Yale  Station,  New  Haven,  Corm.,  until  further 
notice. 


Available  Material  • The  film  “Face  of  An  Addict”  produced  with  the  cooperation  of 

the  Division  of  Narcotics  Control  and  the  Mental  Health  Division 
of  Canada’s  Department  of  National  Health  and  Welfare,  is  now 
available  to  physicians  by  writing  to  Motion  Picture  Department, 
Winthrop  Laboratories,  Inc.,  1450  Broadway,  New  York  City. 

• Two  comprehensive  statistical  reports  on  survival  and  mortality 
trends  in  cancer,  providing  urgently  needed  data  for  investigators — 
published  by  the  National  Cancer  Institute  of  the  USPHS — is  now 
available  by  writing  the  Superintendent  of  Documents,  US  Govern- 
ment Printing  Office,  Washington  25,  D.C.  Single  copy  is  $2.00. 

• Reprints  of  the  Combined  Clinical  Staff  Conference  at  the  NIH 
on  a New  Penicillin  Derivative  Resistant  to  Penicillinase  Dimethoxy- 
phenyl  Penicillin,  published  in  Antibiotics  and  Chemotherapy,  are 
now  available  to  interested  physicians  upon  request. 

• Fifty-percent  of  men  and  women  65  years  or  older  had  some  part 
of  their  hospital  bill  covered  by  insurance,  according  to  a two-year 
study  released  today  by  the  U.S.  Public  Health  Service.  Copies  of 
a report  titled  Proportion  of  Hospital  Bill  Paid  by  Insurance,  Patients 
Discharged  from  Short-Pay  Hospitals,  U.S.,  July  ’58 — June  ’60, 
PHS  Publication  No.  584-B  30,  may  be  obtained  from  the  Superin- 
tendent of  Documents,  Government  Printing  Office,  Washington  25, 
D.C.  for  40c  each. 
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Glimpses 


New  Foundation 


Measles  Progress 


Overfed  And 
Undernourished 


Davis  G.  Durham,  Jr.,  M.D.,  spoke  to  the  Wilmington  Chapter, 
American  Institute  of  Banking,  on  the  hospital  ship  HOPE  . . . C. 
A.  D’Alonzo,  M.D.,  discussed  medical  studies  in  industry  at  the 
“Health  Emphasis  Night”  program  of  the  Industrial  Management 
Club  . . . Theodore  Tausig,  M.D.,  has  been  appointed  Director  of 
Research  at  Delaware  State  Hospital  . . , Elizabeth  Miller,  M.D., 
addressed  members  of  the  Woman’s  Auxiliary  New  Castle  County 
Medical  Society  on  her  work  in  Nepal  . . . H.  T.  McGuire,  M.D., 
was  appointed  to  the  Council  on  Mental  Health  for  A.M.A.;  William 
0.  LaMotte,  Jr.,  M.D.,  appointed  to  the  Council  on  Legislative  Ac- 
tivities, A.M.A.  . . . Drs.  Elizabeth  and  Edgar  B.  Miller  were  speakers 
at  the  churches  of  the  BursweU  Charge  and  at  the  morning  services 
of  the  Ames,  Union,  Prospect  and  Wesley  churches  on  their  Christian 
medical  work  . . . Williford  Eppes,  M.D.,  is  in  charge  of  the  physical 
fitness  program  sponsored  by  the  Wilmington  YMCA  . . . Drs. 
Howard  D.  Cohen  and  Arthur  F.  Zimmerman  were  speakers  at  the 
cancer  education  seminars  held  for  business  and  industry  at  the 
Delaware  Academy  of  Medicine  . . . H.  Thomas  McGuire,  M.D., 
spoke  on  the  medical  profession  at  a Career  Day  Program  at  Salesi- 
anum  School  . . . Richard  W.  Tobin,  M.D.,  and  his  wife,  Judith 
Tobin,  M.D.,  were  featured  recently  in  a write-up  “People  You 
Should  Know”  in  the  Leader  and  Seaford  News  . . . Ward  W.  Briggs, 
M.D.,  will  be  Governor  at  the  Feb.  10th  meeting  of  the  American 
College  of  Physicians  to  be  held  in  Wilmington,  Delaware  . . . Clifton 
R.  Brooks,  M.D.,  Washington  pediatrician,  formerly  a member  of 
this  medical  society,  is  one  of  the  senior  respondants  for  the  new 
nationwide  physician-to-physician  drug  service,  Mediphone  . . . 

Effective  this  month  the  programs  of  AMEF  and  AMRF  will  be 
consolidated  within  the  framework  of  one  Foundation — the  American 
Medical  Association  Education  and  Research  Foundation — to  be 
known  as  the  AMA-ERF.  Programs  will  be  expanded  and  a greater 
effort  made  to  provide  increased  financial  assistance  for  medical 
schools.  Funds  to  support  the  following  programs  are  being  solicited: 
a medical  journalism  fellowship  program:  a research  grants  program 
for  medical  research  workers;  a study  of  perinatal  mortality  and 
morbidity;  and  a study  of  continuing  medical  education. 


A double  blind  field  trial,  involving  649  children,  with  a killed  virus 
measles  vaccine,  indicated  effectiveness  in  96%  after  3 injections. 
This  was  reported  at  the  International  Conference  on  Measles  as  a 
result  of  a 3 months  study  conducted  in  15  schools  in  Buffalo,  N.Y. 


Overindulgence  rather  than  lack  of  food  is  the  major  nutritional 
problem  today  in  the  U.S.A.  Americans  are  eating  their  way  to  poor 
health,  according  to  nutrition  experts  who  are  concerned  about  diets 
of  the  teenage  population.  They  agreed  that  ignorance  and  lack 
of  discipline  have  caused  25%  of  the  country’s  population  to  consume 
so  many  calories  that  they  are  sub-par  in  both  health  and  vitality. 


January,  1962 


33 


^^eiaware  ^z^caclemy  oj  general  ^^ractlce 


AAGP  INSURANCE  PROGRAM 

There  are  five  principal  insurance  plans 
available.  These  are  exclusively  for  mem- 
bers of  the  Academy.  However,  any  phy- 
sician may  become  an  associate  member  for 
a small  yearly  fee  and  thus  become  eligible 
for  the  plans.  All  important  phases  of  in- 
surance are  included.  There  is  no  more 
reasonable  insurance  available. 

I Accidental  Death,  Dismemberment  and 
PermMnent  Disability  Insurance 

a.  Accidental  death  is  the  number  one 
killer  of  American  males  to  age  45. 

b.  Full  principal  sum  is  paid  for  loss 
of  life,  sight  of  one  or  both  eyes, 
one  or  more  limbs,  or  for  permanent 
total  disability. 

II  Practical  Overhead  Insurance 

a.  It  helps  pay  your  routine  office 
expenses  when  you  are  unable  to 
perform  any  of  the  regular  duties 
of  your  profession.  A deductible 
business  expense. 

Monthly  Annual  Rate 

limit  of  Age  at  Effective 

Indemnity  Date  of  Coverage 

$1000.00  18-54  55-59 

$180.00  $225.00 

III  Family  Plan  for  Catastrophic  Hospital 
and  Nurse  Expense 

a.  Limit  of  $10,000.00  above  the  de- 
ductible expense  of  $300.00. 

b.  All  expenses  incurred  in  a hospital. 

c.  All  charges  for  registered  nurses  in 
a hospital. 

d.  All  charges  for  nursing  fees  neces- 
sary out  of  hospital. 

e.  Covers  illness  and  injuries  including 
nervous  and  mental  disorders. 

f;  Only  one  deductible  amount  of  $300 


for  a common  family  illness  or  ac- 
cident. 

Premium  Schedule — After  enroll- 
ment, no  increase  in  premium  till 
age  70. 

IV  Level  Premium,  Accident  and  Sickness 
Loss  of  Income  Protection 

(Partial  disability  benefits  are  one-half 
regular  benefits.) 

Pays  for  accident-  Maximum 

al  bodily  injury  Pays  from  period 
Total  disability  1st  day  Lifetime 

Partial  disability  1st  day  6 weeks 

Pays  for  illness  1st  day*  5 weeks 

a.  *Benefits  begin  with  first  day  of  hos- 
pitalization or  eighth  day  of  disa- 
bility, which  ever  occurs  first. 

b.  Hospitalization  Benefit 

Double  weekly  benefit  up  to  ten 
weeks. 

c.  Medical  Expense  for  Non-Disability 
Injuries 

Pays  actual  expense  of  injury 
treatment  up  to  total  disability 
benefit  for  one  week. 

d.  The  Principal  Sum  is  paid  for  ac- 
cidental loss  of  life,  both  hands,  feet, 
eyes,  or  speech  and  hearing. 

e.  One  half  the  principal  sum  for  ac- 
cidental loss  of  one  hand,  one  foot, 
one  eye,  speech  or  hearing. 

V Supplemental  Income  Insurance 

a.  Less  than  one-half  the  usual  group 
rate  at  same  ages. 

b.  House  confinment  is  not  required. 
The  Academy  has  instituted  two  new 

policies  within  the  past  two  months.  One  is 
extended  term  life  insurance  for  $10,000 — 
which  is  very  attractive.  The  other  is  a life- 
time clause  for  the  disability  policy.  This 
is  a new  concept,  and  should  be  looked 
into. 

Maurice  Goleburn,  M.D. 
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“With  man,  most  of  his  misfortunes  are  occasioned  by  man” — 
Pliny  the  Elder  (AD  23-79)  expressed  this  thought,  and  how  true 
it  is  today. 

The  argument  might  be  made  to  physicians,  that  diseases  and 
the  frailities  of  the  human  body  are  not  “occasioned  by  man,”  but 
to  a certain  extent  are  they  not? 

In  1869,  under  the  nom  de  plume  of  Christopher  Crowfield,  Mrs. 
Harriet  B.  Stowe  wrote — “We  Americans  are,  in  the  first  place,  a 
nervous  people.  Multitudes  of  children,  probably  the  great  majority 
in  the  upper  walks  of  life,  are  born  into  the  world  with  weaknesses 
of  the  nervous  organization  or  of  the  brain  or  stomach,  which  make 
them  incapable  of  any  strong  excitement  or  prolonged  exertion 
without  some  lesion  or  derangement;  so  that  they  are  continually 
being  checked,  laid  up,  and  made  invalids  in  the  midst  of  their 
days.  Life  here  in  America  is  so  fervid,  so  fast.  Our  climate  is  so 
stimulating,  with  its  clear  bright  skies,  its  rapid  and  =udden  changes 
of  temperature,  that  the  tendencies  of  nervous  disease  are  constantly 
aggravated.” 

All  this  was  written  100  years  ago — it  could  have  been  an 
editorial  in  yesterday’s  newspaper. 

We  are  prone  to  blame  many  of  our  illnesses  today  on  the 
speed,  the  frustrations,  and  worries,  of  our  modern  world,  and 
apparently  it  was  always  so.  We  have  not  changed  much,  but  make 
much  of  our  little  change. 
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School  Tours 
Open  to  the  Pubhc 
Week-days 
Saturday 


HEALTH  FAIR  — MARCH  14-21 
9 A.M.  to  3 P.M.  Chairmen 

State  Mrs.  Allston  J.  Morris 

6 P.M.  to  10  P.M.  Kent  County  Mrs.  Maynard  B.  Mires 

10  A.M.  to  10  P.M.  New  Castle  County  Mrs.  John  W.  Barnhart 


Sunday  Noon  to  6 P.M. 


Sussex  County 


Mrs.  A.  L.  Czehotari 


No  admission  charge — Children  under  16  must  be  accompanied  by  an  adult 


Delaware’s  first  Health  Fair  will  provide 
an  excellent  opportunity  for  active  partici- 
pation on  the  part  of  all  auxiliary  members. 
The  fair,  sponsored  by  the  Delaware  Acad- 
emy of  Medicine,  is  being  held  to  present 
factual  medical  information  and  to  inspire 
and  attract  more  young  people  to  careers 
in  medicine  and  allied  health  fields.  The 
combined  efforts  of  all  members  throughout 
the  state  wiU  be  needed  to  make  this  project 
a success.  So  that  auxiliary  wives  can 
plan  ahead,  the  following  essentials  are 
presented. 

The  Health  Fair,  to  be  held  at  the  Wil- 
mington Armory,  10th  and  DuPont  Streets, 
will  be  open  for  guided  school  tours  at  9 : 00 
A.M.,  March  14th  and  open  to  the  public 
at  6:00  P.M.  On  Tuesday,  March  13th  at 
8:30  P.M.,  Leonard  W.  Larson,  M.D.,  Presi- 
dent of  the  American  Medical  Association, 
will  be  the  honored  guest  and  speaker  at 
the  opening  ceremonies  for  invited  guests. 
Other  prominent  guests  attending  will  be 
state  and  city  officials. 

Some  of  the  finest  and  newest  displays 
from  the  A.M. A.  will  be  on  exhibit.  Perhaps, 
the  most  outstanding  will  be  the  “Trans- 
parent Woman”  to  be  located  on  the  stage 
in  a small  theatre  seating  sixty  persons. 
Through  the  assistance  of  Senator  Boggs, 
a Project  Mercury  Capsule  has  been  ob- 
tained and  will  be  displayed.  Approxim- 
ately 50  Delaware  health  organizations  and 
health  groups  will  also  be  participating 
with  exhibits. 

County  chairmen  will  be  calling  upon 
the  wives  of  doctors  and  dentists  to  act  as 


guides  for  student  tours  from  nine  until 
three.  In  order  to  facilitate  an  orderly 
procession,  eighteen  women  will  be  essen- 
tial for  duty  each  hour.  Therefore,  it  is 
stressed  that  this  is  considered  an  obliga- 
tion, especially  since  one  of  the  goals  of 
the  Fair  is  being  met  through  these  planned 
school  tours.  Women  have  only  to  act  as 
guides,  as  exhibitors  will  be  in  constant 
attendance  at  all  booths  to  describe  and 
explain  their  displays.  Health  Careers  in- 
formation will  be  available  as  well  as  face- 
to-face  interviews  with  competent  personnel 
if  so  desired.  In  addition,  a program  of 
special  films  on  health  and  health  careers 
will  be  shown  in  a separate  theater. 

Arrangements  are  being  made  at  the  state 
auxiliary  level  to  serve  refreshments  to  ex- 
hibitors, physicians  in  attendance,  and 
guides.  It  is  expected  that  auxiliary  mem- 
bers will  staff  the  refreshment  counter. 
The  profits  realized  from  this  will  be  applied 
to  the  AMEF.  Each  county  auxiliary  has 
graciously  contributed  toward  the  initial 
cost  of  refreshments. 

New  Castle  County  Auxiliary  has  ap- 
proved the  expenditure  of  funds  to  procure 
an  A.M.A.  exhibit  on  “Aging”  showing  how 
the  medical  societies  working  with  other 
community  groups  can  provide  better  health 
to  the  aging  population. 

In  all  of  the  above  ways,  we,  as  auxiliary 
members,  can  make  this  first  Delaware 
Health  Fair  an  outstanding  event.  Remem- 
ber that  we  have  an  important  part  to  play 
in  bringing  the  lay  community  and  the 
medical  profession  closer  together. 
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MENINGITIS  DUE  TO  LISTERIA 
MONOCYTOGENES 


* Discovery  of  meningitis  due  to  listeria  mono- 
cytogenes in  a four-week-old  infant  has  empha- 
sized the  necessity  of  accurate  bacteriologic 
diagnosis  as  well  as  early  clinical  recognition  to 
insure  a complete  cure  of  meningitis,  especially 
when  due  to  unusual  or  resistant  organisms. 


Charles  L.  Miller,  M.D. 
David  A.  Levitsky,  M.D. 
Elvyn  G.  Scott,  M.T. 


Introduction 

Meningitis  due  to  Listeria  monocytogenes  is 
a disease  once  thought  to  be  rare,  but  which 
has  been  recognized  with  increasing  frequency 
in  recent  years.  It  has  been  reported  from 
several  areas  in  the  United  States  but  so  far 
as  is  known  this  is  the  first  case  to  be  dis- 
covered in  Delaware. The  organism.  Lis- 
teria monocytogenes,  was  first  isolated  from 
animals  in  1923,^  but  was  not  recognized  as  a 
source  of  human  infection  until  1932.  The 
first  case  of  infection  to  be  reported  in  the 
U.S.  was  in  1934  when  Burns  recorded  four 
fatal  cases'^  and  later  in  the  same  year  when 
another  case  was  reported  by  Schultz.^  There 
was  no  known  treatment  and  all  cases  were 
fatal  prior  to  the  introduction  of  antibiotics. 
In  1946  Handelman  treated  a patient  with 
penicillin  and  sulfadiazine  and  effected  the 
first  recovery.®  Since  then  there  have  been 
increasing  numbers  of  reports  with  cures  from 


Dr.  Miller  is  Assistant,  Department  of  Pediatrics;  Dr.  Levitsky, 
Associate,  Department  of  Pediatrics,  and  Mr.  Scott,  Bateriologist, 
Department  of  Pathology,  Delaware  Hospital,  Inc. 


various  combinations  of  antibiotics  when  the 
meningitis  has  been  recognized  early. 

Case  Report 

A one  month  old  child  born  at  the  Dela- 
ware Hospital  on  July  12,  1961,  was  the 
product  of  a normal  pregnancy  and  spontan- 
eous delivery.  Mother  and  child  were  both 
well  at  that  time,  and  the  neonatal  course  in 
the  hospital  was  uneventful.  He  was  an  only 
child.  He  was  well  until  August  15,  when  in 
the  afternoon  he  developed  a temperature 
of  approximately  102  degrees.  Examination 
at  that  time  revealed  an  active,  well  developed, 
one  month  old  baby  in  no  distress.  There  was 
no  evidence  of  infection.  The  neck  was  not 
stiff  and  the  fontanelle  was  normal.  Approxi- 
mately 9 o’clock  that  evening  it  was  noted  that 
the  baby’s  eyes  crossed  and  rolled  upward. 
He  was  again  examined  and  no  further  posi- 
tive physical  findings  were  noted.  A spinal 
tap  was  performed  at  that  time  and  the  fluid 
was  noted  to  be  grossly  cloudy.  There  were 
12,800  WBC  cumm,  protein  in  the  spinal  fluid 
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was  171  mgm%,  sugar  49  mgm%,  chloride  115 
mgm%.  The  cells  were  95%  polymorpho- 
nuclear cells.  The  child’s  temperature  at  this 
time  was  102  degrees.  He  was  admitted  to 
the  hospital,  placed  in  isolation  and  given  in- 
travenous fluids,  containing  antibiotics  in  large 
doses.  He  was  treated  with  tetracycline,  peni- 
cillin and  sulfadiazine.  He  remained  quite 
active  and  was  in  no  distress  at  any  time. 
His  temperature  became  normal  within  three 
days. 

Listeria  Monocytogenes 

'A  pure  growth  from  the  spinal  fluid  re- 
vealed the  organism  to  be  Listeria  monocyto- 
genes. . This  was  also  grown  in  pure  culture 
from  the  blood.  The  organism  was  sensitive  to 
all  antibiotics  including  streptomycin.  The 
sulfa  was  stopped  at  this  time  and  strepto- 
mycin started  24  hours  after  admission.  The 
penicillin  and  tetracycline  were  continued. 
The  intravenous  fluids  were  stopped  after  48 
hours;  the  antibiotics  were  continued  for  nine 
days.  Routine  laboratory  results  were  within 
normal  limits  and  showed  a hemoglobin  of 
13.4  gms.,  WBC  14,700  with  70%  mono- 
nuclear cells.  Repeat  spinal  tap  on  August 
19,  1961  showed  112  WBC/cumm  and  a third 
tap  on  August  24  showed  29  WBC/cumm.  The 
child’s  temperature  was  normal  throughout 
his  hospital  stay  after  the  first  48  hours,  and 
he  was  discharged  August  25.  He  remained 
well  at  home  for  the  next  three  weeks.  He 
was  examined  once  during  this  period  and 
found  to  be  normal. 

On  September  11,  he  again  developed  a 
temperature  of  102  degrees  in  the  evening.  He 
was  seen  at  4:00  a.m.  on  September  12th, 
when  a spinal  tap  was  done  which  showed 
2,300  white  blood  cells,  and  the  child  was  re- 
admitted to  the  hospital.  Listeria  monocyto- 
genes was  again  grown  from  the  spinal  fluid 
and  was  again  sensitive  to  all  antibiotics. 
Spinal  fluid  showed  a protein  of  169  mgm%, 
sugar  27  and  chloride  118  at  this  time.  He 
was  again  treated  with  tetracycline,  penicillin 
and  streptomycin  for  five  days,  after  which 
the  streptomycin  was  discontinued.  Repeat 
spinal  tap  on  Sept.  20  showed  25  WBC,  pro- 
tein 13,  sugar  38,  chloride  123.  A third  spinal 
tap  on  Sept.  25  showed  18  WBC.  Treatment 


was  continued  this  time  for  a full  three  weeks 
with  tetracycline  and  jienicillin.  He  was  also 
given  erythromycin  ester  (Ilosone)  for  two 
weeks  during  this  time.  He  became  slightly 
anemic,  his  hemoglobin  dropping  to  8.6  gms., 
and  he  was  given  a transfusion  of  100  cc.  of 
packed  red  blood  cells,  plus  oral  iron.  Skull 
x-rays  were  normal  and  his  temperature  re- 
turned to  normal  within  twelve  hours  after 
admission,  remaining  so  throughout  his  hos- 
pital stay.  At  all  times  he  was  active,  ate 
well  and  showed  no  unusual  signs.  A repeat 
spinal  tap  was  done  on  Oct.  2,  and  showed 
less  than  1 WBC/cumm.  The  child  has  re- 
mained well. 

Bacteriology 

Probably  the  most  important  single  factor 
in  the  recognition  of  Listeria  infection  is  an 
awareness  of  its  existence.  Not  only  is  this 
a challenging  clinical  problem  to  the  pedia- 
trician, but  it  is  also  a diagnostic  problem  for 
the  bacteriologist.  Listeria  monocytogenes, 
the  etiological  agent  of  listeriosis,  is  a small 
motile,  non-spore  forming,  gram-positive  rod 
that  may  readily  be  confused  with  non-patho- 
genic  diphtheroid  bacilli  and  may  be  discarded 
as  a “contaminant”  when  recovered  from  cul- 
tures of  blood  or  cerebrospinal  fluid.  Although 
it  is  true  that  after  isolation  Listeria  mono- 
cytogenes usually  grows  well  on  most  of  the 
commonly  employed  culture  media,  initial  iso- 
lation (particularly  from  tissue)  may  not  al- 
ways be  successful.  If  initial  culture  fails  to 
reveal  listeriae  it  may  be  necessary  to  macer- 
ate specimens  and  refrigerate  them  for  several 
weeks  in  order  to  obtain  positive  isolations. 

Listeria  monocytogenes  produces  small, 
round  colonies  on  tryptose  agar,  which  are  of 
a distinctive  blue-green  color  when  examined 
by  oblique  illumination.  On  sheep  blood  agar 
listeriae  produce  similar  colonies  surrounded 
by  a small  but  definite  zone  of  clear  hemolysis 
best  visualized  by  transmitted  natural  light. 
Smooth  colonies  are  composed  of  small 
(0.5x1 -2  microns)  gram-positive  rods  in  pali- 
sade arrangement. 

Biochemical  reactions  are  sufficiently  char- 
acteiistic  to  be  useful  in  the  identification  of 
Listeria  monocytogenes.'^  On  meat  extract 
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carbohydrate  broth,  acid  without  gas  is  pro- 
duced promptly  in  dextrose,  rhamnose,  mal- 
tose and  salicin;  lactose  and  sucrose  are  fer- 
mented more  slowly,  if  at  all;  acid  is  rarely 
produced  in  mannitol.  Indol,  hydrogen  sul- 
fide, and  urease  are  not  produced;  citrate  is 
not  utilized  and  nitrate  is  not  reduced.  The 
organisms  are  oxidase-negative  and  catalase- 
positive; the  methyl  red  and  Voges-Proskauer 
reactions  using  the  Coblentz  method  are  posi- 
I tive. 

I An  importanat  differential  characteristic  of 
Listeria  monocytogenes  is  its  motility,  which 
is  best  demonstrated  by  the  stab  inoculation 
of  two  tubes  of  0.1%  dextrose  semi-solid  agar 
and  incubating  one  at  18  to  25  degrees  and 
the  other  at  37  degrees.  Motility  is  more  pro- 
. nounced  at  room  temperature  than  at  37  de- 
grees, and  is  indicated  by  a disc  of  growth 
below  the  agar  surface  which  spreads  down 
the  stab  in  a filmy  cloud.  Motility  may  also 
be  demonstrated  by  the  characteristic  tumbling 
. motion  of  the  organism  seen  in  wet  prepara- 
j tions  from  young  broth  cultures. 

j The  organism  isolated  from  the  present  case 
fulfilled  the  above  cultural  requirements.  Fur- 
! ther  confirmation  of  its  identification  was  ob- 
! tained  from  Elizabeth  King  at  the  Communic- 
I able  Disease  Center. Dr.  Mitchell  Gray‘d  of 
[ the  Veterinary  Research  Laboratory  at  Mon- 
j tana  State  College  kindly  identified  the  organ- 
I ism  serologically  as  Listeria  monocytogenes 
I type  1.  The  organism  was  susceptible  to  peni- 
! cillin,  tetracycline,  erythromycin,  chloramph- 
: enicol,  neomycin,  streptomycin  and  kanamycin 

i by  an  in-vitro  agar  diffusion  disc  technique 
using  the  low  concentration  disc  (Baltimore 
1 Biological  Laboratory)  of  the  antibiotics 
tested. 

i Discussion 

1 The  clinical  picture  of  acute  meningitis 
' caused  by  Listeria  monocytogenes  is  indis- 
: tinguishable  from  that  due  to  most  other  bac- 

teria. It  should  be  emphasized  that  menin- 
, gitis  in  the  young  infant  can  be  an  insidious 

ii  disease,  and  early  recognition  depends  on  a 
r!  high  degree  of  suspicion  whenever  a baby  has 
!i  unexplained  fever.  As  this  case  demonstrated, 
I when  in  doubt  perform  a spinal  tap.  The  epi- 


demiology of  listeria  infection  is  not  known. 
Although  it  was  once  thought  to  be  acquired 
from  animals  this  has  not  been  proven,  and 
in  recent  years  has  not  seemed  to  be  a factor. 
In  reviewing  tbe  literature  one  is  impressed 
with  the  number  of  cases  occurring  in  infants 
during  the  early  neonatal  period.  >2.i3.i4,i-.,ui 
Vaginal  cultures  have  occasionally  been  posi- 
tive in  tbe  mothers,  although  not  consistently, 
and  the  epidemiology  is  far  from  clear.  A few 
generalities  seem  evident.  First,  newborn  in- 
fants seem  highly  susceptible  to  infection  with 
Listeria  monocytogenes.  Secondly,  more  than 
one  infant  in  the  same  nursery  can  be  involved; 
and  thirdly,  the  infection  can  be  acquired 
either  transplacentally  or  from  the  birth  canal 
during  delivery.  Recognition  of  infection  in 
the  mother,  and  adequate  treatment  prior  to 
delivery,  have  improved  the  prognosis. 

Recommended  Treatment 

Treatment  is  with  antibiotics  and  depends 
on  the  sensitivities  of  the  organism  isolated 
from  the  patient  in  question.  Tetracycline 
and  erythromycin  have  been  most  consistently 
found  effective.  However,  some  organisms 
have  been  susceptible  to  many  other  antibio- 
tics and  a few  have  been  resistant  to  all.  It 
is  our  impression  that  Listeria  is  somewhat 
more  resistant  than  the  usual  bacterium  caus- 
ing purulent  meningitis,  and  therapy  should  be 
continued  in  high  dosage  for  at  least  two 
weeks  and  until  the  spinal  fluid  is  completely 
normal.  As  is  true  with  any  case  of  meningitis, 
complications  are  directly  proportional  to  the 
length  of  time  the  child  has  had  the  disease 
prior  to  treatment.  Mortality  has  been  high 
but  this  is  most  likely  due  to  failure  of  early 
recognition  in  the  majority  of  cases.  Two  cases 
of  communicating  hydrocephalus  were  re- 
ported by  Matthieu  in  1956.'^  Although  menin- 
gitis is  the  usual  form  of  Listeria  infection  in 
man,  other  clinical  syndromes  have  been  de- 
scribed.'® In  infants,  granulomatosis  consisting 
of  miliary  nodules  in  the  skin,  liver,  spleen, 
intestine  and  central  nervous  system  have  been 
seen.  One-third  of  these  cases  have  been  in 
premature  infants  and  have  proven  to  be 
highly  fatal.  Symptoms  in  the  mother  have 
been  mild,  usually  limited  to  low-grade  fever 
and  malaise.  It  has  been  reported  rarely  in 
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the  literature  that  cases  similar  to  infectious 
mononucleosis  have  had  blood  cultures  posi- 
tive for  Listeria  monocytogenes^^ 

Summary 

A case  of  Listeria  monocytogenes  meningitis 
is  reported  in  a four  week  old  infant.  The 
bacteriology  and  clinical  aspects  have  been 
briefly  summarized.  This  case  emphasized 
the  necessity  for  accurate  bacteriologic  diag- 
nosis as  well  as  early  clinical  recognition  to 
insure  a complete  cure  of  meningitis.  Listeria 
monocytogenes  is  somewhat  more  resistant  to 
therapy  than  other  organisms  causing  purulent 
meningitis,  and  therapy  should  be  prolonged 
and  intensive. 
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CLINICAL  NOTICES  AND  MEETINGS 


An  invitation  to  a world  forum  on  syphilis  and  other  treponematoses  is 
being  issued  to  all  persons  or  organizations  engaged  in  or  interested  in  the 
control  and  eradication  of  the  venereal  diseases.  It  will  be  held  September 
4-8,  1962  in  Washington,  D.C.,  and  will  immediately  precede  the  International 
Congress  of  Dermatology  Sept.  9-16.  For  particulars  write:  William  J.  Brown, 
M.D.,  Communicable  Disease  Center,  U.S.  Public  Health  Service,  Atlanta  22, 
Georgia. 


The  Delaware  Heart  Association  Research  Committee  has  announced  an 
April  1st  deadline  for  research  grants  and  fellowship  support  in  the  field  of 
cardiovascular  diseases. 


Delaware  physicians  have  been  invited  to  attend  the  164th  Annual  Meeting 
of  the  Medical  and  Chirurgical  Faculty  of  the  State  of  Maryland  to  be  held 
April  4-6  at  The  Alcazar,  Baltimore.  There  will  be  no  registration  fee.  A copy 
of  the  detailed  program  may  be  had  by  writing  The  Faculty  at  1211  Cathedral 
Street,  Baltimore,  Md. 
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SURGICAL  BACTERIOLOGY 

Indications  for  Culture  and  Antimicrobial 


Agentst 


Panel: 

E.  G.  Scott,  M.T.  ** 

Joseph  Belgrade,  M.D.J 
W.  J.  Holloway,  M.D.§ 
i Stuart  W.  Rose,  M.D.H 

Dr.  Greenfeld:  This  is  an  opportune  time 
) to  review  concepts  and  problems  in  the  field 
of  surgical  bacteriology  and  antimicrobial 
I agents;  this  field  is  pertinent  and  fundamental 
I to  the  practice  of  surgery  today. 

\ Two  types  of  surgical  tragedies  are  seen 
I in  what  we  might  call  the  present  antibiotic 
|i  era.  On  the  one  hand,  there  is  the  patient 

i who  enters  the  hospital  for  uncomplicated  elec- 
\i  tive  surgery  and  who  becomes  a morbidity  or 
i|  mortality  due  to  a hospital-resistant  staphy- 
||  lococcus,  which  in  part  or  in  whole  is  due  to 
f the  use  or  abuse  of  antibiotics.  On  the  other 
f hand,  there  is  the  patient,  who  in  spite  of 

ii  the  availability  of  specific  therapy  in  the  form 
! of  antibiotics  for  infection,  expires  without  a 
i complete  attempt  having  been  made  to  identify 
:i  the  organism  and  to  give  the  appropriate  anti- 
1 biotic.  One  of  these  extremes  is  as  bad  as 
I the  other. 

Before  the  discussion  is  begun  by  the  panel- 
i ists,  it  would  be  helpful  to  review  the  surgical 
i historical  facts  in  order  to  focus  the  importance 
: of  bacteriology  in  surgery.  It  is  easy  to  forget 

i‘  bacteria;  even  though  they  surround  us,  they 
1 are  invisible  to  the  unaided  eye.  Surgical 
_ 

I * Assistant,  Department  of  Surgery.  Delaware  Hospital 
I * ^Bacteriologist,  Delaware  Hospital 

J Resident,  Department  of  Surgery,  Delaware  Hospital 
, I § Associate,  Department  of  Medicine,  Delaware  Hospital 
H Associate,  Department  of  Surgery,  Delaware  Hospital 

; t Delaware  Hospital,  Friday,  October  28,  I960 

|:  February,  1962 

/! 


Moderator: 

Albert  R.  Greenfeld,  M.D.* 


bacteriology  begins  with  Joseph  Lister,  who 
was  born  in  1827.  Less  than  100  years  ago, 
in  1867,  he  published  his  two  revolutionary 
papers,  entitled;  “On  a New  Method  of  Treat- 
ing Compound  Fracture,  Abscess,  etc.,  with 
“Observations  on  the  Condition  of  Suppura- 
tion”' and  “On  the  Antiseptic  Principle  in  the 
Practice  of  Surgery.”^  Before  Lister’s  publica- 
tions, there  was  no  elective  surgery.  There 
was  emergency  or  traumatic  surgery.  The  ad- 
vances that  had  been  made  in  surgery  prior  to 
Lister’s  time — by  surgeons  like  Ambrose  Pare, 
who  developed  the  ligature^ — were  made  by 
military  surgeons.  Lister’s  famous  interpreta- 
tion of  Louis  Pasteur’s  demonstration  of  the 
true  cause  of  fermentation''  by  invisible  or- 
ganisms, or  bacteria,  made  possible  aseptic 
surgery  as  we  know  it  today.  Surgery  was 
free  of  its  traumatic  and  emergency  restraints 
and  could  be  spoken  of  as  a direct  method  of 
treatment  to  be  chosen  in  selective  cases. 
Again,  it  was  only  possible  because  measures 
could  be  adapted  and  followed  that  would 
eliminate  post-operative  suppuration  and  mor- 
bidity and  death. 

The  mortality  rate  in  the  mid-nineteenth 
century  was  80  per  cent  for  major  surgery  and 
as  high  as  45  per  cent  for  compound  fractures 
which  were  treated  by  amputation,  because 
of  the  otherwise  high  incidence  of  septicemia.’ 
Lister  used  the  familiar  carbolic  acid  spray 
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to  destroy  bacteria.  It  was  von  Bruns^  who, 
in  1880  v/ith  his  pronouncement  of  “Fort  mit 
der  spray,”  popularized  the  development  of 
the  concept  of  aseptic  surgery — preventing 
the  contamination  by  bacteria,  rather  than 
destroying  them  by  chemicals,  which  could 
likewise  destroy  tissues.  In  1877  Robert 
Koch^  in  his  monograph,  “The  Cause  of  In- 
fection in  Wounds”  scientifically  correlated 
bacterial  species  with  specific  surgical  infec- 
tions. Theodore  Kocher^  took  the  bacterial 
concept  one  step  further  and  demonstrated 
that  meticulous  technique  decreased  the  surg- 
ical infections  by  decreasing  the  amount  of 
necrotic  tissue  available  for  bacterial  growth. 
Our  present  day  surgical  heritage  rests  with 
these  men — Pasteur,  Lister,  von  Bruns,  Koch, 
Kocher — and  what  they  did.  If  we  stray  from 
the  fundamentals  they  evolved,  we  turn  sur- 
gery back  to  the  pre-Lister  era  and  the  ap- 
palling morbidity  and  mortality  associated 
with  it.  Antibiotics  can  help  us  carry  on  in 
the  tradition  of  these  men  or  make  a farce 
of  their  contributions. 

Mr.  Scott  is  going  to  tell  us  of  the  cultural 
characteristics  of  the  more  common  bacteria 
we  find  in  surgery;  he  is  going  to  help  us  all 
refresh  our  bacteriological  memories.  He  will 
also  tell  us  something  of  the  newer  thoughts 
in  bacteriology  and  how  they  apply  to  surgical 
practice. 

Organisms  Isolated  From  Surgical  Patients 

Mr.  Scott:  I did  not  intend  to  give  a course 
in  basic  bacteriology  or  hold  a review  section. 
I thought  rather  that  I would  like  to  discuss 
somewhat  briefly  the  organisms  which  we 
most  frequently  isolate  from  the  surgical  pa- 
tient in  this  hospital.  Of  course,  the  most 
important  and  certainly  the  most  frequently 
isolated  is  the  pathogenic  staphylococcus.  This 
is  no  problem  to  grow;  it  is  readily  identified, 
and  I believe  it  accounts  for  better  than  95% 
of  the  post-operative  wound  infections  at  the 
Delaware  Hospital,  although  we  have  no  cer- 
tain way  of  knowing  it,  since  at  present  we 
are  reporting  only  on  wound  infections  caused 
by  this  organism. 

Of  these  patients,  approximately  4 per  cent 
may  develop  staphylococcic  bacteremia.  In  re- 


view of  the  literature  and  in  our  own  review 
from  this  hospital,^  even  with  present  day 
antibiotics  the  mortality  has  been  approxi- 
mately 50  per  cent.  Incidentally,  I might 
mention  that  in  the  period  of  July, 
1959  to  July,  1960  our  post-operative  wound 
infection  rate  was  about  0.6  per  cent  of  total 
hospital  admissions.  Although  this  is  a crude 
figure,  it  compares  favorably  with  other  medi- 
cal institutions. 

Because  of  the  ability  of  this  organism  to 
hemolyze  red  blood  cells,  to  coagulate  plasma, 
to  dissolve  fibrin  clots,  to  kill  white  blood  cells, 
to  necrotize  skin  and  even  in  some  instance 
to  produce  a very  potent  enterotoxin,  it  is  no 
wonder  that  this  organism  can  produce  such 
a variety  of  suppurative  lesions  with  such 
varying  degrees  of  severity.  Futhermore,  the 
pathogenic  staphylococcus  is  unique  in  its 
reaction  to  antibiotics.  No  other  bacterial 
species  has  so  rapidly  developed  resistance  to 
so  many  antibiotics — a direct  function,  we  be- 
lieve, of  the  therapeutic  use  of  these  agents. 
In  a biannual  survey  made  by  our  laboratory 
the  susceptibility  of  these  organisms  to  anti- 
biotics which  have  been  used  fairly  regularly 
in  the  past  5 years  is: 

1.  Penicillin  has  remained  a remarkably 
poor  antistaphylococcal  agent  (and  these 
are  in  vitro  sensitivities)  since  about  77 
per  cent  of  the  staphylococcic  strains  are 
resistant  to  penicillin. 

2.  With  tetracycline  there  has  been  a fairly 
stationary  level  of  resistance  of  staphy- 
lococci to  this  antibiotic — about  43  per 
cent  over  the  5 year  period. 

3.  With  erythromycin,  since  its  initation  in 
1955,  we  have  observed  a progressive 
increase  in  resistance  to  the  point  where 
now  about  15  per  cent  of  our  staphy- 
lococcal strains  are  erythromycin-resis- 
tant. 

4.  Chloramphenicol  resistance  remains  rea- 
sonably constant,  on  the  average  of  about 
10  per  cent  over  the  years.  It  is  being 
used  more  frequently  now  than  it  had 
been  in  the  early  part  of  our  survey. 

5.  Likewise,  streptomycin  resistance  has  re- 
mained at  about  50  per  cent. 
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These  figures  correlate  pretty  well  with 
those  that  have  been  reported  nationally. 
For  example,  Kirby, ^ on  the  west  coast,  in  a 
4 year  survey,  shows  a resistance  of  his  strains 
I to  penicillin  in  a magnitude  of  about  80  per 
cent,  with  erythromycin  about  25  per  cent, 
tetracyclines  between  40  and  60  per  cent,  and 
even  with  large  usage  of  chloramphenicol 
' their  rate  at  present  is  up  to  about  25  per 
cent  resistant  strains.  I think  that  there  is 
no  doubt  that  we  have  a cause  and  effect  re- 
I lationship  here;  the  resistance  of  staphylococci 
t to  a given  antibiotic  increases  with  the  use  of 
^ that  particular  antibiotic  in  the  hospital. 

i On  Staphylococcal  Infections 

I Dr.  Holloway  and  I recently  visited  Temple 
University  and  spoke  with  Dr.  Kenneth  Sch- 
I reck,  who  is  Associate  Professor  of  Microbi- 

) ology,  and  who  is  also  chairman  of  their  In- 

I fectious  Disease  Committee.  He  has  recently 
; published  a report  on  a rather  good  epidemi- 
i ological  survey  over  a 4 year  period,  of  staphy- 

tlococcal  infections  at  that  institution. He 
found  that  although  efforts  were  made  by  that 
Committee  to  lower  the  incidence  of  staphy- 
i lococcal  post-operative  wound  infection,  the 

Irate  remained  remarkably  constant  during  the 
last  3 years  of  the  Committee’s  existence. 
Their  rates  varied  from  about  0.9  to  1.1  per 

I cent  of  their  admissions.  They,  of  course, 
attempted  to  effectively  increase  their  house- 
keeping measures,  but  this  apparently  has  no 
i effect  at  all  on  the  infection  rate.  One  of 
I the  interesting  observations  was  the  fact  that 

1 their  “hot”  strain,  the  80  81  strain,  has  de- 
creased during  the  period  of  1959,  although 
it  was  the  most  common  strain  at  the  time 
} the  survey  was  initiated  in  1956.  However, 
I we  cannot  conclude  that  this  has  been  re- 
H placed  by  another  ‘phage  type,  because  such 
I was  not  the  case.  There  were  no  other  types 
I that  were  predominant:  it  has  just  been  a 
I reduction  in  the  80/81  strain.  Dr.  Schreck 
I and  his  workers  did  a rather  exhaustive  samp- 
i!  ling  of  the  inanimate  objects  around  the  hos- 
I pital,  including  floors,  walls,  blankets  and 
i even  the  hospital  air,  and  could  not  find  any 

I increase  in  the  80/81  strains  in  any  of  these 

I environments,  which  paralleled  Dr.  Wise’s 
||  findings  at  Jefferson.  No  evidence  was  obtained 
I 


by  rather  careful  studies  that  could  incrimin- 
ate air-borne  contamination  of  open  wounds  in 
the  surgical  field  at  the  time  of  surgery.  Like- 
wise, Dr.  Schreck  could  neither  incriminate 
nor  indict  nasal  carriers  as  an  important  source 
of  the  80/81  strain.  Actually,  a very  small 
number  of  the  personnel  in  the  operating  site, 
or  around  the  hospital,  carried  this  strain.  This 
also  was  in  line  with  Dr.  Wise’s  incidence  which 
was  around  12  per  cent  of  hospital  personnel. 
On  the  other  hand,  what  he  did  find,  and  I 
think  this  is  most  important,  was  that  the 
post-operative  infection  rate  of  the  patient 
parallels  the  infection  rate  of  the  personnel. 
For  example,  he  quotes  one  case  of  a surgeon 
with  an  active  infection  of  his  own  who  had 
18  per  cent  of  his  operations  develop  post-oper- 
ative sepsis  with  the  same  ’phage  type  that 
caused  his  lesion.  He  concludes  that  personal 
contact  is  probably  the  most  important  means 
of  transmission  of  pathogenic  staphyloccocci, 
and  if  the  problem  of  staphylococcal  post-op- 
erative wound  infection  is  to  be  controlled, 
isolation  in  a particular  unit  therefore  becomes 
mandatory.  So  much  for  the  staphylococci — 
I’m  sure  the  rest  of  the  speakers  on  the  panel 
will  have  more  to  say  about  these  organisms, 
especially  with  relation  to  therapy. 

On  Gram-Negative  Rods 

The  next  group  of  bacteria  that  are  quite 
common  to  the  surgical  patient  in  this  hospital 
are  the  gram-negative  rods,  particularly  those 
of  intestinal  origin.  Prior  to  1935  at  which 
time  the  sulfonamides  were  introduced,  gram- 
negative rod  wound  infections,  and  particularly 
gram-negative  rod  bacteremia,  were  a rare 
occurrence,  and  the  coliform  bacillus,  Escheri- 
chia coli  was  isolated  in  the  majority  of  these 
cases.  However,  since  1947,  at  which  time 
broad  spectrum  antibiotics  were  introduced, 
there  has  been  an  increasing  number  of  severe 
infections,  particularly  of  the  blood  stream 
reported  caused  not  only  by  E.  coli,  but  also 
by  other  members  of  the  intestinal  group,  in- 
cluding Klebsiella- Aerobacter,  pseudomonas, 
proteus,  etc.  There  has  been  also  an  accom- 
panying increase  in  mortality  due  to  these. 
In  a recent  review,^'  Dr.  Holloway  and  I went 
over  a series  of  100  cases  of  gram-negative 
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rod  bacteremias  at  the  Delaware  Hospital  for 
a 5 year  period,  and  found  that  approximately 
66  per  cent  of  these  100  cases  were  caused  by 
the  coliform  organisms,  with  about  a 33  per 
cent  mortality  in  this  particular  group.  There 
were  39  deaths  in  the  100  cases.  One  of  the 
concomitants  was  a rather  high  incidence  of 
severe  shock  suffered  by  a number  of  these 
patients.  It  is  well  documented  that  bacterial 
endotoxins  play  a part  in  this  initial  vascular 
constriction  and  consequent  hypotension,  but 
I think  there  is  a lot  yet  to  be  learned  about 
the  actual  and  exact  mechanism  of  endotoxic 
shock.  Many  surgical  research  groups  are  in- 
vestigating the  problem.  Many  of  the  pa- 
tients who  developed  shock  in  our  series  were 
involved  with  surgical  procedures — about  1/5, 
or  20-25  per  cent.  In  a similar  series  reported 
from  Mayo^-  about  50  per  cent  were  surgical 
patients.  Therefore,  it  has  become  a recom- 
mended procedure,  and  we  emphasize  this  to 
our  house  staff,  that  a STAT  blood  culture  is 
always  indicated  in  cases  of  unexplained  post- 
operative shock.  If  an  organism  can  be  iso- 
lated, then  specific  antibacterial  therapy  may 
be  initiated. 

There  has  been  a change  in  susceptibility 
of  the  gram-negative  rods  to  antibiotics  in 
the  period  1947  to  date,  although  it  is  not 
nearly  as  great  an  increase  as  with  the  patho- 
genic staphylococci.  The  susceptibility  of 
Escherichia  coli  isolated  here  and  in  many 
other  centers  hasn't  changed  very  much.  E. 
Coli  is  generally  sensitive  to  all  of  the  broad- 
spectrum  antibiotics,  including  the  tetracy- 
clines, chloramphenicol  and  streptomycin. 
However,  it  is  the  Klebsiella-Aerobacter 
strains,  or  Aerobacter  aerogenes  as  it  was  once 
called,  that  has  shown  a progressive  increase 
in  resistance  to  the  point  where  now,  approxi- 
mately 40  per  cent  of  the  strains  that  we  are 
isolating  are  resistant  to  the  commonly  used 
antibiotics,  tetracycline,  chloramphenicol  and 
streptomycin.  Likewise,  pseudomonas  and 
certain  proteus  strains  are  developing  an  in- 
creased resistance  to  the  commonly  used  anti- 
biotics, at  least  in  the  laboratory,  and  there 
are  not  too  many  drugs,  from  the  laboratory 
point  of  view,  that  these  organisms  are  sus- 
ceptible to. 


Infection  Of  Post-Operative  Wounds 

We  have  asked  several  groups,  including  the 
University  of  Maryland  men.  Dr.  Schreck  at 
at  Temple,  and  our  guest  last  night  from 
Boston  University — their  idea  of  what  should 
be  done  about  isolation  of  patients  with  post- 
operative wound  infections  caused  by  these 
intestinal  organisms.  Dr.  HoUoway  and  I 
agree  with  Dr.  Schreck  that  it  is  neither  prac- 
tical nor  realistic  to  attempt  to  unit  isolate 
these  patients.  It  is  obvious  that  isolation  of 
the  wound  by  a proper  dressing  and  the  use 
of  a proper  re-dressing  technique  are  essential 
requirements.  Further,  I feel  that  this  should 
apply  equally  to  infections  caused  by  the 
Clostridia,  as  well  as  to  the  gram-negative  coli- 
forms. 

I was  going  to  speak  about  the  gram-nega- 
tive bacteria  and  their  relation  to  bowel  sur- 
gery, but  I do  not  have  the  time  for  a detailed 
report.  However,  I would  like  to  mention 
that  after  a rather  careful  5 year  study.  Dr. 
Spaulding  and  Dr.  Tyson  at  Temple,  have 
decided  that  it  is  possible  to  nearly  sterilize 
the  bowel  with  appropriate  therapy.  How- 
ever, Drs.  Spaulding  and  Tyson  consider 
mechanical  cleansing,  (and  they  have  bacterio- 
logical data  to  support  it)  the  most  important 
modality,  and  have  abandoned  the  use  of  anti- 
biotic agents  for  bowel  surgery  in  all  uncom- 
plicated patients.  This  is,  of  course,  out  of 
my  realm  and  I will  not  discuss  it  further. 

As  to  other  organism,  the  group  A beta 
hemolytic  streptococci  occasionally  cause  post- 
operative wound  infections  in  surgical  patients, 
but  today  therapy  is  well  understood  and  they 
are  generally  no  problem  to  treat.  There  are 
a few  strains  of  group  A beta  hemolytic  strep- 
tococci that  we  are  isolating,  and  that  others 
are  reporting,  which  are  not  susceptible  to 
tetracycline.  Formerly  the  group  A strep- 
tococci were  uniformly  susceptible  to  penicillin 
and  tetracycline;  this  is  no  longer  true.  Dr. 
Herman  Rosenblum  stated  that  at  the  duPont 
Institute  they  are  also  finding  throat  strains 
that  are  tetracycline-resistant.  Penicillin  still 
holds  a prominent  role  in  the  therapy  of  this 
infection. 

This  is  not  entirely  true  of  the  group  of 
intestinal  streptococci  — the  enterococci  — 
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which  certainly  are  frequently  found,  if  not 
by  themselves,  at  least  in  combination  with 
coliform  organisms.  They  have  increased  in 
clinical  prominence  because,  first  of  all,  we 
are  finding  more  of  them;  secondly,  they  are 
considerably  less  susceptible  to  the  usual  anti- 
biotics  than  are  the  group  A strain  of  strepto- 
cocci. In  urinary  tract  infections,  in  wound 
infections  and  particularly  in  cases  of  entero- 
coccal  endocarditis  as  subsequent  sequelae  of 
other  infections,  these  organisms  are  difficult 
I to  treat  with  antibiotics.  These  organisms 
are  relatively  susceptible  to  penicillin  in  the 
range  of  one-half  to  one  unit  of  penicillin  per 
ml.  of  broth.  Apparently  they  show  no  marked 
increase  in  their  resistance  to  chloramphenicol, 
I but  (and  this  is  a big  one  I think)  there  is 
: marked  increase  in  resistance  of  the  entero- 

I cocci  to  the  tetracyclines.  Dr.  Holloway  prob- 
j ably  will  have  something  more  to  say  about 
! these  particular  organisms. 

, Finally,  I wish  to  suggest  the  importance 

I of  the  mycobacteria,  or  tubercle  bacilli,  in 
) surgical  infections,  because,  as  you  all  know, 
j:  practically  any  tissue  or  organ  of  the  body 

may  be  invaded  by  this  organism.  Tubercu- 

II  losis  must  be  considered  in  any  tissue  which 
(!  shows  granulomatous  involvement.  Positive 
j acid-fast  stains  of  surgical  tissue  occur  in  only 
I about  30-40  per  cent  of  tissue  from  which 
: subsequently  tubercle  bacilli  may  be  demon- 
strated either  by  animal  inoculation  or  by 

! cultures.  Therefore,  where  this  diagnosis  is 
considered  or  where  the  histopathological  sec- 
tion is  suggestive,  it  is  important  to  separate 
and  put  aside  a piece  of  tissue  to  be  frozen 
! for  subsequent  cultural  study.  Conversely  it 
. is  true  that  brucella  organisms  and  Histo- 
i plasma  capsulatum  have  been  isolated  from 
! surgical  tissue  which  histologically  resembles 
j tuberculosis.  There  are  many  types  of  organ- 
isms that  produce  granules  that  resemble  those 
produced  by  actinomycosis  but  which  are  not 
: caused  by  actinomyces.  In  these  cases,  only  a 
careful  microbiological  examination  can  be  de- 
pended upon  to  give  a definitive  etiological 
diagnosis. 

The  so-called  atypical  mycobacteria  are 
being  isolated  (the  “anonymous”  organisms) 

I and  implicated  in  pulmonary  disease  and 


other  human  infections.  Their  relation  to 
other  acid-fast  organisms  is  just  beginning  to 
be  understood.  I might  point  out  that  these 
organisms  are  chromogenic,  that  is,  they  pro- 
duce color,  usually  a lemon  yellow  or  dark 
orange  pigment,  and  they  develop  this  pig- 
ment either  in  the  light  or  in  the  dark.  They 
have  been  isolated  from  patients — Dr.  O’Brien 
has  had  one  case  confirmed;  the  patient  had 
symptoms,  x-ray  findings  and  histological 
findings  of  tuberculosis.  These  organisms  are 
variable  in  their  pathogenicity  for  laboratory 
animals.  In  the  study  Dr.  Steele  of  our  labor- 
atory is  doing  at  present,  they  show  no  marked 
virulence  for  guinea  pigs,  especially  intra- 
peritoneally  injected — there  is  no  progressive 
disease  as  there  is  with  the  human  strains  of 
Mycobacterium  tuberculosis. . They  are  cap- 
able of  sensitizing  guinea  pigs  and  also  humans 
to  their  homologous  tuberculins,  and  there  is 
possibly  some  immunological  relationship  be- 
tween these  organisms  and  the  tubercle  bacilli. 
Their  precise  role  and  place  in  the  series  of 
mycobacteria  has  not  been  elucidated.  For 
example,  should  patients  with  this  type  of 
organism  be  isolated  from  tuberculous  pa- 
tients? Should  this  disease  be  classified  as 
tuberculosis?  Obviously,  only  further  investi- 
gation is  going  to  clarify  their  role;  this  is 
underway  in  many  laboratories  in  the  United 
States. 
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URINE  SEDIMENT  CYTOLOGY 


A Method  of  Hormonal  Evaluation 


* Cells  from  urine  sediment  may  be  used  to 
evaluate  estrogen  and  progesterone  effect.  There 
is  good  correlation  with  vaginal  smear  techniques. 
In  the  presence  of  bleeding  or  vaginal  infection. 


vaginal  smears  are  not 
evaluation. 

William  D.  Johnson,  M.D. 

In  the  last  decade,  many  new  diagnostic 
methods  have  become  available  to  the  prac- 
ticing gynecologist.  However,  it  was  1925 
when  Papanicolaou  wrote  a paper  entitled; 
“The  diagnosis  of  early  pregnancy  by  the 
vaginal  smear  method.”*’  Not  only  the  vagina, 
but  also  the  distal  third  of  the  urethra  re- 
sponds to  stimulation  by  ovarian  hormones 
with  cyclic  proliferation  and  desquamation. 
Both  areas  originate  from  the  urogenital 
sinus.®’"  DelCastillo  demonstrated  parallelism 
between  smears  from  the  vagina  and  the 
urinary  sediment  when  material  for  the  smears 
was  obtained  at  the  same  time. 

DeAllende  and  Orias  evolved  a classification 
of  human  vaginal  cytology  20  years  ago  using 
the  selective  staining  technique  of  Shorr. 
This  is  the  method  of  endocrine  evaluation  ap- 
parently in  use  throughout  the  world.  The 
application  to  urine  sediment  was  perfected 
by  Lencioni  and  others.'*  Hormonal  cytology 
has  been  used  to  evaluate  ovarian  develop- 
ment, phases  of  the  menstrual  cycle,  and  de- 
tection of  ovulation,  estrogen  deficiency  states, 
estrogen  activity  in  the  presence  of  breast 
and  endometrial  carcinoma,  progesterone  de- 
ficiency in  pregnancy,  detection  of  prolonged 
pregnancy,  and  estrogen  effect  in  children. 

Compared  with  assay  and  quantitative 
chemical  methods  of  hormone  evaluation,  cy- 
tology is  inexpensive  and  readily  available. 


Dr.  Johnson  is  Assistant,  Department  of  Obstetrics  & Gynecology, 
Delaware  Hospital,  Wilmington. 


suitable  for  diagnostic 


The  results  are  accurate  and  reproducible  and 
the  material  to  be  studied  may  be  collected 
without  difficulty. 

I 

Materials  And  Methods 

Over  1500  urine  sediment  cytology  smears 
were  examined  for  a variety  of  conditions. 

438  patients  were  admitted  to  the  Delaware 
Hospital  bleeding  in  the  first  trimester  of 
pregnancy.  250  were  , normal  first  trimester 
pregnancy  controls.  The  majority  of  the  re- 
maining smears  were  obtained  daily  through- 
out the  menstrual  cycle  from  20  selected  pa- 
tients of  child-bearing  age.  No  pediatric, 
post-menopausal  or  male  patients  were  in-  > 
eluded. 

A portion  of  the  first  morning  urine  is 
voided  into  a container  half-full  of  99%  iso- 
propyl alcohol.  The  morning  specimen  is  | 
rich  in  cells.  Urine  voided  later  in  the  day 
may  be  used,  but  larger  quantities  are  re- 
quired. It  is  customary  to  use  a 30  ml.  bottle 
with  a tight  aluminum  screw-cap  in  the  Del- 
aware Hospital.  This  specimen  may  be  kept 
for  10  to  14  days  without  cell  deterioration. 

The  1 oz.  specimen  of  urine  and  alcohol  is 
centrifuged  for  10  minutes  at  800  rpm.  The 
sediment  is  thinly  smeared  on  slides  previously 
“buttered”  with  glycerin,  allowed  to  partially 
dry,  then  fixed  in  99%  isopropyl  alcohol.  The 
slides  at  this  stage  may  be  stored  indefinitely. 

Staining  is  with  Shorr’s  technique.  Cell 
contrast  is  red  and  blue.  Papanicolaou  stain  f 
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Figure  1.  The  percentage  of  cornified  cells  on 
each  day  of  the  ovulatory  cycle  in  the 
urine  sediment  smear.  ( Cornification 
index. ) 


may  be  used,  but  the  method  is  more  com- 
plex and  time-consuming. 

There  are  four  types  of  squamous  cells  in 
the  sediment  of  normal  urine.  They  are 
named  in  the  order  of  development  from  the 
basal  to  the  superficial  layer  of  squamous 
epithelium. 

The  four  types  of  cells  are: 

1)  Basal  cells: — Small,  round  or  oval  shape; 
pale  blue  cytoplasm;  large  dark  vesicular 
nucleus. 

2)  Intermediate  cells: — irregular,  oval  shape; 
granular  blue  cytoplasm;  vesicular  nucleus. 

3)  Precornified  cells: — irregular  outline;  cyto- 
plasm blue  and  less  granular;  smaller  vesi- 
cular nucleus. 

4)  Cornified  superficial  cells: — outline  angu- 
lar, often  with  folded  edges;  cytoplasm 
eosinophilic;  pyknotic  nucleus. 

Using  dry,  high  power,  200  cells  are  counted 
and  differentiated  according  to  the  four  cate- 
gories. Each  category  is  divided  by  two 
and  recorded  from  left  to  right  in  the  follow- 
ing order:  basal,  intermediate,  precornified, 
cornified.  (O-O-O-O).  The  percentage  of 
cornified  cells  (cornification  index)  recorded 
was  the  number  of  cornified  cells  among  the 
200  counted  cells  divided  by  two. 

Results 

Ovulatory  Cycle 

The  curve  of  the  percentage  of  cornified 
cells  in  the  urine  sediment  smear  was  plotted. 


Figure  1 shows  a representative  ovulatory 
curve.  The  level  of  cornification  was  char- 
acteristically low  early  in  the  cycle,  rising  to 
an  intermenstrual  apex  near  the  time  of  ovula- 
tion. Progestational  activity  caused  a sharp 
decrease  in  the  number  of  cornified  cells. 
There  was  curling  of  the  cytoplasm  and  the 
cells  were  mostly  intermediate  and  precornified 
by  the  20th  day  of  the  cycle.  These  changes 
have  often  been  described,  being  first  re- 
ported in  1933  by  Papanicolaou.’  Cornification 
index  was  even  lower  in  the  final  week  of  the 
cycle  than  it  was  during  and  after  menstrua- 
tion prior  to  the  intermenstrual  rise. 

Normal  Pregnancy 

Approximately  4 weeks  after  conception, 
the  cornification  index  falls  to  under  10%. 
Ninety  to  95%  of  the  cells  are  intermediate 
and  precornified.^  A typical  differential  count 
might  be  0-45-50-5.  This  cornification  pat- 
tern persists  until  shortly  before  the  onset  of 
labor.  A normal  pregnancy  smear  is  shown 
in  Figure  2. 

Abnormal  Pregnancy 

In  first  trimester  pregnancy  with  inadequate 
progesterone  production,  the  cytology  of  the 
vaginal  or  urinary  sediment  demonstrates  in- 
creased cornification.  A cornification  index 
greater  than  10%  is  abnormaP  and  tbe  pro- 
nosis  for  pregnancy  is  grave  if  the  cornification 
index  exceeds  25%.^  Figure  3 shows  the  smear 
from  a patient  admitted  with  an  incomplete 
abortion,  8 weeks  after  conception.  Her  index 
was  60.  (0-15-25-60). 
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Figure  2.  Normal  pregnancy  urine  sediment 
smear.  The  corniftcation  index  is  less 
than  10. 


Discussion 

Urine  sediment  cytology  is  not  new.  It 
has  been  used  widely  to  evaluate  the  effects 
of  estrogen  and  progesterone  on  squamous 
epithelial  cells  of  the  distal  urethra.  These 
effects  are  identical  with  those  on  the  vaginal 
epithelium.  Estrogen  deficiency  states  may 
also  be  detected,  showing  increased  numbers  of 
basal  cells.  The  technique  may  also  be  applied 
in  pediatrics  to  detect  endogenous  or  exo- 
genous estrogen  activity.’*’  There  is  good  cor- 
relation with  more  complex  hormonal  deter- 
minations. 

in  pediatrics  to  detect  endogenous  or  evogenous 
estrogen  activity.’”  There  is  good  correlation 
with  more  complev  hormonal  determinations. 

Summary 

A study  of  the  application  of  urine  sedi- 
ment cytology  for  endocrine  evaluation  has 
been  used  in  the  Delaware  Hospital.  One 
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Figure  3.  First  trimester  abortion  urine  sediment 
smear.  The  cornification  index  is  60. 


thousand  five  hundred  smears  have  been 
studied.  The  technique  of  urine  sediment 
cytology  and  classification  of  cells  is  described. 


The  advice  and  cooperation  of  John  W.  Howard,  M.D.,  and  the 
other  members  of  the  Department  of  Pathology  is  gratefully  acknowl- 
eged.  I am  indebted  to  Miss  Vinna  Ferrell,  Mrs.  Betty  White  and 
Miss  Janet  Clark  for  fheir  kind  assistance  in  this  study,  and  to  Mr. 
Edgar  Adams  for  the  photomicrographs. 
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GALACTOSEMIA  — A Clinical  and 
Biochemical  Review 

With  Report  of  a Case 


Dewey  A.  Nelson,  M.D. 
Edwin  M.  Richardson,  Ph.D. 


Since  1908  when  galactosemia  was  first  re- 
ported by  vonReuss'  it  has  been  described 
more  and  more  frequently.  To  date  there 
are  approximately  151  patients  reported  in 
the  world  literature.^  The  defect  in  the  con- 
version of  galactose  to  glucose  allows  galac- 
tose to  accumulate  and  depresses  the  blood 
glucose  level.  Galactose  is  toxic  to  different 
organ  systems  of  the  infant  and  depression 
of  blood  glucose  leads  to  brain  damage.  Since 
damage  begins  to  occur  after  a few  days  of 
life  and  since  withdrawal  from  milk  and  milk 
products  (lactose  and  galactose)  during  the 
first  few  weeks  of  life  is  specific  therapy,  it 
is  necessary  to  recognize  this  illness  soon  after 
birth. 

Presentation  of  a Case 

I.  Chief  Complaint  And  Present  Illness 

A four  year  old  white  boy  was  seen  because 
of  convulsive  seizures.  His  first  seizure  of  a 
grand  mal  type  occurred  during  a fever  at  14 
months  of  age.  He  had  a second  seizure 
soon  afterwards.  Over  the  next  1 y<i  years  he 
had  three  more  grand  mal  seizures.  One  of 
these  seemed  precipitated  by  a mild  blow  to 
the  head  and  two  seemed  precipitated  by 
fever  but  the  last  one  occurred  without  any 
precipitating  cause. 

The  pregnancy  and  labor  of  his  mother 
were  uneventful.  A strabismus  was  noted  in 
the  patient  at  9 months  of  age,  manifested  by 
a right  esotropia  with  fixation  by  the  left  eye 
only.  Cataracts  were  recognized  at  14  months 
of  age. 


Dr,  Nelson  is  Attending  Chief,  Department  of  Medicine  and  Dr. 
< Richardson  is  Biochemist  at  Delaware  Hospital,  Wilmington. 


The  cataract  in  the  right  eye  was  more 
dense  than  in  the  left.  Ophthalmoscopic  ex- 
amination of  the  cataracts  showed  a central 
density,  then  a clear  area;  next  a ring  of  den- 
sity beyond  which  there  was  another  clear 
area.  The  cataracts  did  not  change  from  the 
time  of  the  original  observation  at  14  months 
until  the  age  of  314  years,  at  which  time  the 
first  cataract  was  removed  and  4 years  at 
which  time  the  second  one  was  removed. 

His  development  was  retarded  in  that  after 
trying  a few  steps  at  age  11  months,  he 
stopped  trying  to  walk  until  2)4  years  of  age, 
when  he  gained  the  ability  to  walk,  and  later 
on  to  run.  Activities  were  limited  owing  to 
poor  visual  acuity.  He  began  to  say  words 
at  age  3 and  has  not  yet  learned  clear  speech 
in  sentences  due  to  a speech  impediment,  at 
age  five.  Bowel  and  bladder  control  have 
not  been  learned. 

II.  Family  History 

(Suspicious,  though  not  proven  cases  of 

galactosemia  are  noted  by  italics.) 

A.  Paternal  Side: 

Grandfather  and  grandmother,  ages  71 

and  66  alive  and  well. 

Uncle  age  45  alive  and  well. 

Cousin — age  8 “liver  ailment”  since  age  6. 

Cousin — age  10 — alive  and  well. 

Father  age  41 — alive  and  well. 

Uncle  age  28 — alive  and  well. 

Uncle  died  age  12 — accident. 

Uncle  died  age  6 months — pneumonia. 

Aunts  age  43,  38,  23 — alive  and  well. 

12  Cousins — alive  and  well. 

Aunt  died  age  1 year — convulsions 
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B.  Maternal  Side; 

Grandfather — died  age  61 — heart  attack. 

Grandmother — age  64 — diabetes. 

Uncles  ages  41  and  28 — alive  and  well. 

Cousin — well. 

Cousin — strabismus 

Uncle — age  25 — sickly  as  a child,  hearing 

poor  (a  twin). 

Aunt — {twin  of  above)  died  age  2 months, 

prematurity. 

Aunt  died  age  4 — cause  ? 

Aunt — age  45 — alive  and  well. 

Cousin — died  at  birth. 

Cousin — dwarfism. 

Cousin — died  of  accident. 

7 cousins — alive  and  well. 

Aunt  age  43 — alive  and  well. 

5 cousins — alive  and  well. 

Mother  age  38 — alive  and  well. 

Sister  of  patient  age  6 — alive  and  well. 

Patient — age  five. 

Sister  age  2 — alive  and  well. 

Sister  age  1 — intolerant  to  milk. 

Aunts  ages  19  and  23 — alive  and  well. 

III.  Physical  Examination 

The  patient  was  small  for  his  age.  His  head 
had  a mild  scaphylocephalic  configuration. 
Speech  was  nasal  and  difficult  to  understand 
due  to  dysarthria.  There  was  a strabismus. 
There  were  bilateral  opacities  of  the  cornea 
or  mediae  with  irregular  pupils  and  surgical 
absence  of  the  lenses.  Acuity  was  poor  in 
spite  of  corrective  lenses.  Muscular  mass  was 
reduced.  Reflexes  were  equal  and  all  sensa- 
tions intact.  A hard  sharp  liver  edge  was 
palpable,  2 cm.  below  the  right  costal  margin. 

IV.  Laboratory  Studies 

Hemoglobin  10.3  gm./lOO  ml,  WBC  4,562 
cu.mm,  with  normal  differential  count.  The 
urine  was  normal  except  for  1+  albumin.  A 
fasting  blood  sugar  was  44  mg%,  two  feasting 
blood  sugars  were  93  (each).  Serum  protein 
was  7.2  gm /100ml  with  a normal  A/G  ratio. 
Serum  bilirubin,  B.S.P.,  cephalin  flocculation, 
thymol  turbidity  and  thymol  flocculation  tests 
were  all  within  normal  limits.  Daily  urine 
Clinitests  were  negative.  Blood  galactose 
and  glucose  were  determined  over  a two  hour 
period  after  oral  administration  of  galactose 
and  results  are  shown  in  Figure  1.  (The  sig- 


nificance of  this  will  be  discussed  in  the  sec- 
tion dealing  with  biochemistry.) 


Glucose 

Galactose 

Urine 

(mg%)  {mg%) 

Normal  0-50 

Sugar 

Fasting 

80 

9.0 

Negative 

1 Hour 

115 

295.0 

2 hour 

126 

248.0 

3 + 

3 hour 

5 hour 

4 + 

Fig.  1 The  results  of  Galactose  Tolerance  Test  in 
the  patient  being  reported.  (Glucose  levels  were 
determined  by  the  glucose  oxidase  method;  galac- 
tose, after  removal  of  glucose  by  glucose  oxi- 
dase. ) 5 

An  electroencephalogram  was  grossly  ab- 
normal because  of  slowing  and  frequent  scat- 
tered spiking.  Such  a record  shows  some 
diffuse  cortical  change  and  is  compatible  with 
a generalized  seizure  problem. 

The  level  of  the  enzyme  phospho-galactose- 
uridyl-transferase  was  determined  through  the 
kind  cooperation  of  Dr.  Frank  A.  Walker.- 
This  was  proven  to  be  pathologically  low  in 
this  patient  and  in  his  parents,  and  youngest 
sister.  The  full  discussion  of  this  can  be  seen 
under  section  II  of  Discussion. 

V.  Course 

The  patient  was  placed  on  a milk-free  diet 
with  vitamin  and  calcium  supplements.  Pheno- 
barbital  15  mgm.  tid,  was  given.  No  further 
seizures  occurred  but  due  to  peculiar  twisting 
of  the  mouth  (perhaps  an  aura  or  a psycho- 
motor seizure),  Diphenylhydantoin  (Dilantin) 
25  mgm,  tid,  was  added.  He  has  appeared 
more  alert  and  his  speech  is  clearer  but  a 
better  evaluation  of  development  will  be  pos- 
sible only  after  one  or  two  years  of  observation. 

Discussion 

I.  Clinical  Features 

Infants  with  galactosemia  usually  appear 
normal  at  birth.  Signs  of  intolerance  to  milk 
develop  after  a few  days  or  weeks.  This  con- 
sists of  vomiting,  lethargy  and  weight  loss. 
A persisting  jaundice,  enlargement  of  the  liver 
and  cirrhosis  of  the  liver  develops.  Some  pa- 
tients become  edematous  and  some  bleed 
easily."*  Elevated  blood  sugar  levels  are  present 
after  milk  feedings  and  a reducing  substance. 
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protein  and  amino  acids  appear  in  the  urine. 
Some  infants  die  after  a fulminating  course, 
but  others  survive.  Those  who  survive  are 
usually  retarded  mentally  and  physically. 
They  may  have  cirrhosis  of  the  liver,  catar- 
acts and  convulsions.  The  defects  are  usually 
obvious  during  the  first  year  but  the  late  onset 
or  recognition  of  these  features  has  been  de- 
scribed.’ The  less  acutely  ill  patients  who 
survive  (such  as  the  one  described  in  this 
paper)  probably  have  an  incomplete  block 
in  the  conversion  of  lactose  to  glucose. 

II.  The  Biochemistry  Of  Galactosemia 
A.  The  Enz3rme  Defect. 

The  normal  pathway  of  galactose  metabol- 
ism in  erythrocytes  is  shown  in  the  series  of 
reactions  in  Figure  2.'’ 

The  metabolic  block  in  patients  with  galac- 
tosemia occurs  in  reaction  2.  It  can  be  seen 
that  with  absence  or  deficiency  of  P-galactose- 
uridyl-transferase  there  is  accumulation  of 
galactose- I-PO4  in  the  red  blood  cells  and  of 
galactose  in  the  blood  and  urine.^’® 

The  accumulation  of  these  compounds  in 
tissues  is  probably  responsible  for  the  cirrhosis 
of  the  liver,  cataracts  and  renal  damage. 

The  renal  damage  results  in  aminoaciduria  and 
proteinuria.  Galactose  depresses  the  blood 
glucose  level  and  this  produces  convulsions 
and  mental  retardation.  The  mechanism  of 
the  depression  of  blood  glucose  is  not  known 
at  present. 


B.  Diagnostic  Tests 

1.  Detection  of  galactose  in  the  urine. 

After  a galactosemic  patient  ingests  milk 

his  urine  will  usually  contain  galactose.  This 
will  reduce  Benedict’s  reagent  or  Clinitest. 
A specific  test  for  glucose  using  glucose  oxidase 
(as  in  Clinistix  or  TesTape)  is  usually  nega- 
tive. The  usefulness  of  this  information  is 
shown  in  the  following  example:  A patient 
with  galactosemia  has  a positive  Benedict’s 
or  Clinitest  reaction,  but  has  a negative  Clinis- 
tix or  TesTape  reaction.  This  indicates  that 
a reducing  substance  (not  glucose)  is  present 
in  the  urine.  With  the  possibility,  therefore, 
that  this  reducing  substance  may  be  galactose, 
more  exact  tests  are  necessary.  The  use  of 
Benedict’s  reagent  or  Clinitest  to  test  the 
urine  of  children  for  sugar  should  be  used 
routinely  so  as  not  to  overlook  this  disease. 

Confirmation  of  the  presence  of  galactose 
can  be  obtained  by  the  use  of  paper  chromato- 
graphy'2.13  or  paper  electrophoresis.^^'"’  The 
presence  of  galactose  in  the  urine  is  not  diag- 
nostic, however,  since  a premature  or  newborn 
infant  may  excrete  galactose  owing  to  im- 
maturity of  the  liver."’  Liver  damage  later  in 
life  may  also  result  in  galactosuria. 

2.  Blood  and  Spinal  Fluid  Sugars. 

Fasting  blood  sugar  levels  are  usually  nor- 
mal,’^ but  feasting  levels  (after  milk  ingestion) 
are  high  due  to  high  levels  of  galactose.  The 
spinal  fluid  sugar  is  often  high  (above  100 


Fig.  2 The  Metabolism  of  Galactose  in  erythrocytes. 


Galactokinase 

1. )  Galactose  + ATP*  ^ Galactose-l-P04  + ADP 

2. )  Galactose- I-PO4  + Uridine  diphosphate  (UDGP)  glucose 

P-GALACTOSE-URIDYL-TRANSFERASE 

^ > Glucose-l-P04  + Uridine  diphosphate  galactose. 

URIDINE  diphosphogalactose-4-epimerase 

3. )  Uridine  diphosphate  galactose  ^ ^ 

Uridine  Diphosphate  glucose. 


URIDINE  DIPHOSPHOGLUCOSE  PYROPHOSPHORYLASE 

4.)  Uridine  Diphosphate  glucose  ^ ^ 


Uridine  Triphosphate  + Glucose-l-P04 


*The  following  abbreviations  are  used:  ATP  for  adenosine  triphos- 
phate. ADP  for  adenosine  diphosphate,  UDPG  for  uridine  diphosphate 
glucose.  DPN  for  diphosphopyridine  nucleotide  and  TNDPN  for 
thionicotinamide  diphosphopyridine  nucleotide. 
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mgm  per  100  ml).  More  than  half  this  level 
may  be  due  to  galactose.'^ 

3..  The  Galactose  Tolerance  Test. 

This  test  is  done  by  first  administering 
measured  amounts  of  D-galactose  orally  to 
the  fasting  patient  and  then  determining  blood 
galactose  levels  one  and  two  hours  after  the 
test  dose.^’^^'i^  The  galactose  is  given  in  doses 
of  1.75  g/kg  infants,  1.25  g/kg  in  children 
and  40  g in  adults.^®  No  value  should  rise  above 
50  mg/  100ml  blood  and  readings  should  re- 
turn to  the  fasting  level  in  two  hours.  The 
abnormal  response  from  the  patient  reported 
in  this  paper  can  be  seen  by  inspecting  Fig.  1. 

The  test  can  be  dangerous  in  affected  pa- 
tients because  the  test  dose  of  galactose  may 
cause  a precipitous  drop  in  blood  glucose  and 
thus  cause  convulsions,  coma  or  brain  dam- 
age.^2 

4.  Galactose- 1-POi  in  Erythrocytes. 

An  inspection  of  equation  2 of  Figure  2 
shows  that  with  the  enzymatic  block,  galac- 
tose-l-POt  tends  to  accumulate.  A definite 
diagnosis  can  usually  be  made  by  the  quanti- 
tative determination  of  galactose-l-P04  in 
the  patient’s  red  blood  cells.  The  method  is, 
however,  rather  troublesome,  and  is  usually 
reserved  for  those  infants  with  a family  his- 
tory of  galactosemia.  It  will  detect  affected 
(homozygous)  individuals  but  it  will  not 
detect  all  heterozygous  carriers.  The  test  has 
been  used  on  cord  blood  to  detect  the  illness 
soon  after  birth. A quicker  and  more  accurate 
determination  of  erythrocyte  galactose- I-PO4 
is  based  on  a modification  of  the  phospho-ga- 
lactose-uridyl-transferase  enzyme  determina- 
tion described  in  the  next  section.^ ^ It  can  be 
used  as  an  indication  of  adherence  to  the  diet 
prescribed  for  the  patient  since  galactose- 1- 
PO4  levels  are  cumulative  and  persist  for 
many  days  or  weeks. 

5.  Phospho  - Galactose  - Uridyl-Transferase 
Enzyme  Determination. 

The  most  reliable  method  to  date  for  de- 
tection of  both  carriers  of  the  recessive  trait, 
and  those  affected  with  the  illness,  is  the  de- 
termination of  this  enzjrme  in  the  red  blood 
cells.  The  defect  is  diagrammed  in  step  2 
of  Figure  2. 

Two  general  methods  are  in  use,  both  of 
which  are  too  complicated  for  the  routine 


clinical  laboratory.  The  levels  reported  in 
this  study  were  obtained  through  the  generous 
cooperation  of  the  Genetic  Clinic  of  the 
Children’s  Memorial  Hospital  and  the  Depart- 
ment of  Pediatrics,  Northwestern  University 
Medical  School,  Chicago,  Illinois. 

a.  If  galactose- I-PO4  and  uridine  diphos- 
phate glucose  (UDPG)  are  incubated  with  a 
hemolysate  of  the  patient’s  red  cells,  accord- 
ing to  equation  2 above,  little  or  no  UDPG 
is  utilized.  The  unreacted  UDPG  can  be  de- 
termined by  oxidation  by  DPN  or  TNDPN  in 
the  presence  of  the  enzyme  UDPG  dehydro- 
genase.2"''2'*’25-2<’  The  reduced  DPN  formed  can 
be  measured  by  the  increase  in  absorption  at 
340  mu  in  the  ultraviolet  spectrophotometer. 
A similar  reaction  takes  place  with  TNDPN, 
and  the  absorption  of  reduced  TNDPN  at 
400  mu  can  be  measured  in  a visual  spectro- 
photometer. The  difference  between  the 
amount  of  UDPG  added  and  that  remaining 
after  incubation  gives  the  amount  consumed 
in  the  reaction  with  galactose- I-PO4,  and  is 
a measure  of  the  activity  of  the  enzyme  phos- 
pho-galactose-uridyl-transferase. 

b.  A second  method  for  determining  the 
deficient  enzyme  is  a manometric  one.^'*-^^  This 
is  based  on  the  fact  that  red  blood  cell  hemo- 
lysates,  suitably  fortified,  respire  actively  on 
galactose- 1 -phosphate  as  substrate,  whereas 
galactosemic  hemolysates  do  not.  This  method 
determines  the  enzyme  by  measuring  the  0. 
consumed  in  the  oxidation  of  the  glucose- 1- 
PO4  fonned  in  equation  2,  Figure  2.  A simpli- 
fied micro-version  has  also  been  described.^® 

The  method  described  under  (a)  was  used 
to  determine  the  enzyme  levels  in  the  patient 
we  have  reported  and  in  his  parents  and  young- 
est sister.  The  results  were: 

Patient  5.2  micro  M UDPG/hr  /ml  RBC 

Mother  7.4  micro  M UDPG/hr  /ml  RBC 

Father  5.6  micro  M UDPG/hr  /ml  RBC 

Sister  1 yr.  5.0  micro  M UDPG/hr  /ml  RBC 

In  a study  by  Hsia  et.  al.  normal  values 
averaged  about  15  micro  M/hr  /mP^  RBC 
with  no  values  below  6.5.  Heterozygous  car- 
riers averaged  7.9.  Expressed  as  mico  M/hr/.6g 
Hb  values  werer^o 

Controls  15.05  ± 3.20 
Heterozygotes  7.85  ± 2.57 
Homozygotes  1.19  ± 2.01 
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These  values,  as  interpreted  by  Dr. 
Walker,^  indicate  that  both  parents  and  sister 
are  in  the  carrier  range,  and  that  the  patient 
is  either  a homozygous  galactosemic  or  a 
symptomatic  carrier.  As  the  mother  is  now 
pregnant,  a similar  test  will  be  run  soon  after 
the  birth  of  a sibling.  Until  such  studies  can 
be  completed  the  child  will  not  be  allowed 
to  have  milk  or  milk  products. 

III.  Heredity 

The  disease  is  thought  to  be  transmitted 
as  an  autosomal  recessive  trait  because  of  (a) 
its  equal  distribution  in  both  sexes,*  (b)  its 
frequent  occurrence  among  siblings  (about 
Y4  of  sibhngs  from  heterozygous  unaffected 
parents  will  be  affected),  (c)  increased  inci- 
dence in  children  of  consanguinous  parents.^' 

All  of  the  available  literature  on  affected 
families  was  reviewed  in  1960  and  subjected 
to  analysis  by  the  Weinberg  sib  method  and 
Apert’s  method.^®  These  analyses  confirmed 
the  Mendelian  autosomal  recessive  mode  of 
inheritance. 

Considerable  effort  has  gone  into  techniques 
for  identifying  heterozygous  (unaffected)  car- 
riers of  the  recessive  gene.  It  was  found  that 
at  least  one  parent  of  every  child  with  galac- 
tosemia had  an  abnormal  galactose  tolerance 
test.^*  This,  of  course,  left  one  heterozygote 
undetected.  Further  studies  of  the  reduction 
of  galactose- 1 -phosphate-uridyl-transferase  ac- 
tivity in  the  red  blood  cells  of  12  heterozygous 
carriers  revealed  half  of  them  to  be  below  nor- 
mal, but  there  was  considerable  overlap  of 
results.^ ^ Further  refinements  in  technique 
have  occurred  to  the  point  that  heterozygotes 
can  be  identified  with  a high  degree  of  cer- 
tainty.2^-^^>2’-2^’29.30  ^ recent  study  of  an  inter- 
esting family  has  confirmed  the  transmission 
of  the  gene  as  an  autosomal  recessive  and  has 
re-emphasized  some  previously  known  facts 
concerning  heterozygotes  (unaffected)  show- 
ing fragmentary  symptoms  of  the  illness.^°  The 
grandfather  of  the  family  just  mentioned  was 
affected  with  the  illness  (homozygote),  but 
in  spite  of  cataracts  and  an  enlarged,  firm  liver, 
he  had  reached  adult  life  with  an  above  aver- 
age intelligence.  Six  of  his  seven  children 

*A  recently  reported  ^^roup  of  i*)  affected  individuals  from  27  families 
shows  31  affected  males  and  14  females. The  lower  apparent  in- 
cidence in  females  is  being  investigated  and  might  mean  that  the 
disease  is  milder  in  females  and  thus  recognized  less  often. 


(heterozygotes)  either  had  reducing  substance 
in  the  urine  or  at  times  felt  ill  while  drinking 
milk.  These  had  reduced  amounts  of  P-galac- 
tose-uridyl-transferase  in  the  RBC  which  indi- 
cates that  carriers  have  less  than  a normal 
amount  of  enzyme  available  and  in  certain 
periods  of  stress  with  increased  milk  intake 
may  develop  clinical  or  subclinical  symptoms. 
There  are  4 reports  of  patients  with  galac- 
tosemia (homozygotes)  who  reached  adult 
life  with  generally  good  health  and  no  known 
impairment  of  reproductive  function. This 
indicates  the  wide  range  of  clinical  manifesta- 
tions of  the  illness. 

IV.  Treatment  And  Prognosis 

A.  Preventive 

Since  it  is  possible  to  identify  carriers  in 
families  with  this  condition  it  is  now  possible 
to  predict  the  possibility  of  future  offspring 
having  the  illness.  It  is  possible  to  inform 
heterozygous  carriers  who  wish  to  marry  that 
there  is  a 1 in  4 chance  of  their  having  an 
affected  infant.  This  could  theoretically  be 
used  to  discourage  the  marriage  of  a couple. 
On  the  other  hand,  early  testing  of  each  sub- 
sequent infant  born  to  such  a couple  is  im- 
perative. Since  the  illness  has  appeared  in 
infants  as  early  as  4 days  of  age,  the  question 
of  intrauterine  damage  to  the  fetus  has  been 
raised.  The  problem  of  restricting  milk  in- 
gestion of  a known  carrier  during  pregnancy 
has  been  raised,  but  the  problem  has  not  been 
investigated  fully. 

B Management  of  a Case. 

With  the  present  methods  of  testing  in  the 
newborn  period  it  may  not  be  possible  im- 
mediately to  differentiate  between  a carrier 
and  a patient.  When  the  disease  is  suspected, 
one  should  withhold  milk  for  several  weeks  at 
which  time  another  enzyme  determination 
can  be  made.  If  the  differentiation  is  still  in 
in  doubt,  milk  should  be  tried  cautiously. 
Careful  observation  for  signs  of  intolerance, 
with  testing  of  the  urine  for  sugar  or  galac- 
tose, should  answer  the  question  of  whether 
prolonged  withdrawal  is  necessary. 

The  treatment  of  infants  or  children  with 
the  clinical  and  laboratory  manifestations  of 
the  disease  is,  of  course,  total  abstinence  from 
the  ingestion  of  lactose.  The  use  of  several 
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diets  and  preparations  has  been  advocated. 
Formulae  prepared  from  Nutramigen  or  soy- 
bean products  such  as  Mul-Soy  or  Soybee 
have  been  widely  used.^^-^"^  Though  there  is 
some  evidence  that  soybeans  contain  stachyose 
which  can  liberate  galactose, and  though 
Nutramigen  is  said  to  contain  small  amounts 
of  lactose, there  seems  to  be  no  strong  ob- 
jection to  their  use.  If  they  produce  diarrhea 
or  cannot  be  tolerated’  Moll’s  Diet  or  a modi- 
fication thereof  can  be  used.^'*  Some  antibiotic 
suspensions  such  as  Penicillin  ‘V’  and  tetra- 
cycline were  found  to  contain  lactose;  chloram- 
phenicol did  not.^"*  As  the  child  progresses  from 
the  formula  to  solid  foods-  those  foods  which 
contain  little  or  no  lactose  should  be  selected. 
Some  patients  with  galactosemia  can  tolerate 
breaks  in  the  dietary  regimen  as  they  become 
older.  The  strictness  of  the  diet  over  a long 
term  seems  to  be  an  individual  problem. 

C.  Prognosis 

Most  reports  of  response  to  treatment  are 
favorable.  A fall  in  blood  galactose,  reduction 
in  proteinuria,  reduction  of  hepatomegaly, 
weight  gain,  reduction  of  lens  opacities  and 
normal  physical  and  mental  development  are 
reported  when  treatment  is  begun  during 
early  infancy. 

Summary 

1.  A patient  with  galactosemia  is  reported 
in  whom  the  illness  appeared  during  the 
first  year  of  life. 

2.  The  diagnosis  was  made  at  the  age  of 
four,  which  indicates  that  a chronic 
form  of  the  illness  exists  due  to  an  in- 
complete enzymatic  block  in  the  conver- 
sion of  lactose  to  glucose. 

3.  The  diagnosis  was  established  by  the 
clinical  picture,  by  an  abnormal  galactose 
tolerance  test,  and  by  a decrease  in  the 
enzyme  phospho-galactose-uridyl-trans- 
ferase  in  the  red  blood  cells. 

4.  The  parents  are  unaffected  by  the  illness, 
but  they  also  proved  to  have  a decrease 
in  the  enzyme-evidence  of  a heterozygous 
carrier  state. 

5.  The  biochemical  lesion  is  described  along 
with  the  diagnostic  tests  now  available. 

6.  The  clinical  features  of  the  illness  are 
discussed  and  evidence  is  presented  from 
a review  of  the  literature  that  the  ill- 


ness is  inherited  as  a Mendelian  auto- 
somal recessive  character. 

7.  Treatment  is  discussed,  with  emphasis  on 
case-finding  and  withdrawal  of  milk  or 
milk  products. 
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PLETHORA  OF  THE 
NEWBORN 

A CASE  REPORT 


Warren  R.  Johnson,  M.D. 
Anthony  Pileggi,  M.D. 


A 4 pound  11  ounce  Negro  male,  was  de- 
livered at  2:32  A.M.  on  7/30/61,  born  of  a 
gravida  V,  para  IV,  A-Rh  positive  mother,  at 
approximately  32  weeks  of  gestation.  The 
pregnancy  and  birth  were  essentially  unre- 
markable except  for  the  presence  of  much 
meconium-stained,  foul-smeUing  amniotic 
fluid,  and  the  fact  that  the  mother’s  clinical 
state  was  compatible  with  the  diagnosis  of 
toxemia  of  pregnancy  prior  to  delivery. 

Physical  examination  at  11:45  A.M.  on 
7/30  61  revealed  an  active,  responsive  male 
newborn  with  good  cry,  Moro,  grasp  and  suck 
reflexes;  there  was  a moderate  tachypnea,  al- 
though no  retractions  or  grunting  respira- 
tions were  noted.  With  deep  inspirations 
(after  the  baby  was  stimulated  to  cry)  there 
were  many  late-inspiratory,  fine  rales,  although 
there  were  no  areas  of  decreased  breath 
sounds.  The  heart  sounds  were  of  good 
quality  and  the  infant’s  condition  was  con- 
sidered to  be  satisfactory  at  that  time,  there 
being  no  signs  or  symptoms  suggestive  of 
sepsis. 

The  following  day  (7/31/61),  the  lungs 
were  fully  aerating  and  clear  throughout;  the 
child  appeared  to  be  doing  well.  There  was 
a suggestion  of  mild  to  moderate  jaundice, 
and  a total  bilirubin  at  that  time  (approxi- 
mately 30-32  hours  of  life)  was  9.6  mgm.%. 
He  was  started  on  feedings  and  taken  out  of 
oxygen  at  36  hours  of  life.  The  baby  again 
appeared  to  be  doing  well  the  following  day 
and  was  taking  his  feedings  fairly  well.  His 


Dr.  Johnson  is  Clinical  Assistant,  and  Dr.  Pileggi  is  Pediatric 
Resident,  Delaware  Hospital,  Wilmington, 


total  serum  bilirubin  on  8/1/61,  at  approxi- 
mately 54-56  hours  of  age,  was  5.9  mgm.%. 
However,  during  the  following  12  hours,  the 
baby’s  condition  was  noted  to  worsen  gradu- 
ally, and  at  1:30  A.M.  on  8/2  61  (approxi- 
mately 71  hours  of  life),  he  suddenly  became 
listless  and  almost  completely  unresponsive, 
his  general  coloring  appearing  almost  “ruddy 
blue”;  it  was  also  felt  that  the  infant  had 
had  short  intermittent  convulsions  over  the 
preceding  four  to  six  hours.  The  fontanel 
was  noted  to  be  full,  almost  tense;  the  cardiac 
rate  was  100  per  minute,  with  the  heart  sounds 
of  fair  to  good  quality.  The  lungs  were  clear 
throughout,  and  there  was  no  evidence  of 
hepatosplenomegaly;  the  jaundice  was  almost 
gone.  The  umbilical  cord  showed  a small 
point  of  oozing  of  blood,  and  there  was  a his- 
tory that  the  infant  had  bled  longer  than 
normally  from  the  heel  pricks  for  bilirubin 
determinations.  The  lower  extremities  were 
spastic  and  the  temperature  of  the  infant  was 
subnormal.  The  initial  impression  was  that 
the  infant  had  neonatal  meningitis  or  had 
suffered  an  intracranial  bleeding  episode. 

A lumbar  puncture  was  therefore  done  and 
blood-tinged  cerebrospinal  fluid  was  obtained 
under  the  suggestion  of  increased  intracranial 
pressure.  Blood  and  umbilical  cord  cultures 
were  also  obtained.  The  infant  was  then 
placed  on  penicillin,  streptomycin  and  Chloro- 
mycetin drug  therapy  plus  intravenous  fluid 
therapy  via  a cut-down  site.  The  fontanel 
appeared  to  be  flatter  after  the  lumbar  punc- 
ture; sub-dural  taps  were  not  done  in  view 
of  the  fact  that  the  baby  had  given  strongly 
suggestive  evidence  of  a “bleeding  problem.” 
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A liemoglobin  obtained  at  the  time  of  the  in- 
fant’s sudden  unresponsiveness  showed  a value 
of  23.0  Gm.  plus  a hematocrit  of  79.6.  This 
was  subsequently  repeated  ten  hours  later 
and  showed  a hemoglobin  of  20.0  Gm.  with 
a hematrocrit  of  73.  It  was  at  this  time  that 
the  possibility  was  first  considered  that  the 
infant  might  be  suffering  from  “plethora  of 
the  newborn.” 

At  11:00  A.M.  on  8/3/61.  the  infant  ap- 
peared to  have  improved  considerably;  the 
baby  once  again  had  a good  Moro  reflex  and 
his  activity,  when  stimulated,  was  much  bet- 
ter. The  coloring  of  the  hands  and  feet  were 
still  suggestive  of  Raynaud’s  phenomenon; 
indeed,  the  distal  i/4  of  the  great  toe  of  one 
foot  appeared  gangrenous  although  this 
clinical  impression  was  not  borne  out  by  the 
infant’s  subsequent  course.  The  peripheral 
pulses  had  remained  palpable  throughout  the 
entire  period.  The  cultures  previously  ob- 
tained were  subsequently  reported  as  show- 
ing no  growth  except  the  culture  of  the  cord 


which  showed:  a)  hemolytic  Staphylococcus 
albus,  coagulase-negative;  and  b)  an  entero- 
coccus species.  Both  organisms  were  sensitive 
to  penicillin,  erythromycin,  and  Chloromycetin. 
Table  I shows  subsequent  and  complete  labor- 
atory data. 

Intravenous  fluid  therapy  was  subsequently 
terminated  after  demonstrating  that  the  pa- 
tient could  once  again  take  oral  feedings  and 
retain  same.  The  remainder  of  the  hospital 
course  was  essentially  unremarkable  and  the 
child  continued  to  do  well.  On  8/13  /61  it 
was  noted  that  the  temperature  had  gone  up 
to  approximately  100  degrees  during  the  pre- 
ceding 24  hours  on  one  occasion.  Physical 
examination  was  unremarkable  and  the  child 
had  long  since  been  discontinued  on  anti- 
biotics. At  the  time  of  discharge,  the  physi- 
cal examination  was  totally  unremarkable. 
The  umbilical  area  appeared  to  be  dry  and 
showed  no  evidence  of  infection;  this  was 
also  true  for  the  cut-down  site.  Approxi- 
mately 24  to  36  hours  prior  to  discharge,  a 


TABLE  I 


7/31 

8/1 

8/2 

8/3 

8/4 

8/5 

8/8 

8/14 

Hgb 

2:00  a.m. 

17.1 

17.4 

16.6 

23.0 

10:30  a.m. 

20.0 

Hcrit 

2:00  a.m. 

67 

63 

53 

79.6 

10:30  a.m. 

73 

WBC 

11,100 

Polys 

53-2 

Lymphs 

42 

Monos 

Na 

125 

134 

3 

Cl 

96 

107 

C02 

36 

vol  % 

K 

Bilirubin 

4.8 

5.95 

(total)  9.6  mgm%5.9  mgm% 
Cultures  taken  on  8/2: 


a)  blood:  No  growth  aerobic  or  anaerobic  after  15  days 

b)  CSF  : No  growth  after  3 days 

c)  cord  : 1)  Staph  albus,  coag-neg  both  sensitive  to  penicillin,  erythromycin 

2)  Enterococcus  sp.  and  Chloromycetin 
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nasopharyngeal  culture  had  been  obtained 
which  subsequently  grew  out  Staphylococcus 
aureus,  coagulase-positive,  being  resistant  to 
penicillin,  tetracycline  and  Chloromycetin. 
However,  at  the  time  of  discharge  the  child 
showed  no  evidence  of  infection  and  he  was 
not  placed  on  any  antibiotic  therapy.  The 
child  was  discharged  on  8/ 17  /61  and  the 
mother  was  instructed  to  have  the  child  seen 
in  the  Pediatric  Clinic  in  approximately  three 
weeks.  At  that  time  he  had  progressed  satis- 
factorilly  and  the  physical  examination  was 
totally  unremarkable. 

Discussion 

In  1959,  Dr.  Wood'  described  for  the  first 
time  a clinical  entity  which  she  called  ple- 
thora of  the  newborn.  Concomitant  with  the 
hematological  findings  of  greatly  increased 
hemoglobin  and  hematocrit  values,  she  noted 
the  clinical  signs  of  plethora,  anorexia,  leth- 
argy, cyanosis  and  convulsions.  In  her  two 
cases  described,  both  infants  did  well  and 
appeared  entirely  normal  during  the  first  36 
to  48  hours  of  life;  they  were  quite  active  and 
unusually  alert  with  moderate  dryness  and 
peeling  of  the  skin.  Feedings  had  been  begun 
at  16  to  18  hours  of  life  without  any  apparent 
neonatal  problems  evident.  Between  36  and 
60  hours  of  life,  both  infants  suddenly  de- 
veloped episodes  of  apnea,  cyanosis,  and, 
eventually,  convulsions.  There  was  no  evi- 
dence of  repsiratory  distress  or  relationship 
to  feedings.  The  physical  examinations  were 
essentially  unremarkable  except  for  a full 
fontanel.  In  both  cases,  the  hemoglobin 
values  were  approximately  30-31  Gm.  with 
corresponding  hematocrits  of  83  and  73  (the 
latter  a venous  hematocrit).  The  two  infants 
were  found  to  have  mild  thrombocytopenia 
(unfortunately,  a platelet  count  was  not  ob- 
tained in  the  infant  presented).  Both  of  Dr. 
Wood’s  cases  were  given  supportive  therapy, 
including  antibiotics,  plus  venesection  with 
replacement  by  plasma.  Both  eventually  re- 
covered completely  over  a 3 to  5 day  period 
with  aU  hematological  determinations  return- 
ing to  normal.  Dr.  Wood’s  first  case  was  ex- 
tensively evaluated  for  other  possible  explana- 
tions of  the  observed  findings,  but  the  diag- 
nostic endeavors  proved  fruitless. 


It  is  felt  that  the  findings  in  the  case  here- 
in presented  are  quite  compatible  with  the 
criteria  and  entity  outlined  by  Dr.  Wood. 
She  suggests  a possible  relationship  of  the 
entity  to  the  syndrome  of  placental  dysfunc- 
tion, which  may  have  been  present  in  our 
case  as  demonstrated  by  the  mecoium-stained, 
foul-smelling  amniotic  fluid  noted.  Our  in- 
fant did  well  until  approximately  60  hours  of 
life  when  the  initial  changes  in  his  clinical 
condition  were  first  noted;  his  subsequent 
clinical  course  was  quite  similar  to  those 
described  by  Dr.  Wood.  This  patient’s  venous 
hematocrit  of  79.6  certainly  is  within  the 
range  noted  by  Dr.  Wood;  since  our  hemo- 
globin was  a venous  (femoral)  determination, 
2.5  to  3.0  Gm.  may  be  added  to  the  value 
(23.0  Gm.)  we  obtained,  thus  giving  a capil- 
lary value  of  25.5  to  26.0  Gm.,  which  still  is 
4. 0-5.0  Gm.  below  those  capillary  values  ob- 
tained by  Dr.  Wood.  Our  case  was  not  treated 
by  venesection  although  intravenous  fluids 
were  administered. 

Summary 

A case  is  presented  which  is  felt  representa- 
tive of  a relatively  new  entity  called  plethora 
of  the  newborn,  characterized  by  a seemingly 
normal  neonatal  course  until  30-60  hours  of 
life  when  the  infant  suddenly  develops  ano- 
rexia, lethargy,  cyanosis  and  convulsions;  the 
concurrent  hematological  findings  reveal: 
greatly  increased  hemoglobin  and  hematocrit 
values  plus  a mild  thrombocytopenia.  The 
exact  physiological  mechanisms  of  disturb- 
ance are  not  known.  The  suggested  therapy 
is  venesection  with  replacement  by  plasma. 

It  is  suggested  that  physicians  keep  this 
possible  diagnosis  in  mind  when  a newborn 
infant  suddenly  develops  the  above  described 
signs  after  a 30  to  60  hour  interval  of  ap- 
parent well-being.  The  exact  physiological 
explanation  for  the  noted  events  is  not  known, 
although  Dr.  Wood  offers  several  possibilities. 
The  reader  is  referred  to  her  original  paper 
for  such  consideration. 
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PART  III 


LIAISON  WITH  DELAWARE  CHAPTER 
AMERICAN  DIABETES  ASSOCIATION 

I am  happy  to  report  that  the  membership  in  the 
Delaware  Diabetes  Association  has  increased  over  the 
past  year,  both  in  the  lay  society  and  the  professional 
group  or  clinical  society.  The  enthusiasm  has  been 
maintained.  The  Society  still  stresses  education  in 
sponsoring  3 or  4 meetings  a year. 

In  April,  a clinical  program  for  physicians  was  held 
in  the  Nanticoke  Memorial  Hospital,  Seaford,  spon- 
sored by  the  Clinical  Society,  on  “The  Use  and  Abuse 
of  Insulins.” 

On  May  24,  a meeting  was  held  at  the  Academy, 
Wilmington.  The  subject  was  “Diet  in  Diabetes.” 
Several  dieticians  as  well  as  several  members  of 
the  Clinical  Society,  spoke  to  the  group.  The  pro- 
gram was  a joint  effort  of  the  Delaware  Diabetes 
Association  and  the  Delaware  Dietetic  Association. 

The  Delaware  Diabetes  Association  will  sponsor 
several  diabetic  children  to  a camp  next  year.  It 
will  participate  in  the  Health  Fair  in  1962. 

In  preparation  for  the  Diabetic  Detection  Drive, 
which  will  be  November  12-18,  the  Councils  of  the 
county  medical  societies  and  the  Committees  on 
Diabetes  Detection  have  been  meeting  and  are 
making  this  a statewide  effort. 

The  Diabetes  Association  would  like  to  broaden 
its  scope  and  to  do  this  they  are  anxious  to  increase 
their  total  membership.  More  physicians  interested 
in  the  subject  should  join  the  Delaware  Diabetes 
Association  to  become  better  acquainted  with  the 
aims  of  the  Association  and  thus  be  in  a position 
to  encourage  their  patients  to  join  the  lay  society. 

Future  meetings  include:  A lay  society  meeting 
in  November  at  the  time  of  the  Drive  (R.  Talbert, 
the  tennis  star,  will  be  the  speaker).  There  will 
be  a Clinical  Society  meeting  on  January  1,  1962. 

Respectfully  submitted, 
Charles  Levy,  M.D. 

The  report  was  accepted. 

LIAISON  WITH  DELAWARE  DIVISION, 
AMERICAN  CANCER  SOCIETY 

From  September  1,  1960  to  August  31,  1961,  4916 
smears  were  registered  in  the  Doctor’s  notification 

*The  complete  report  of  the  Proceedings  of  the  House  of  Dele- 
gates is  on  file  in  the  Medical  Society  office  and  is  available  to 
members  for  reference. 


program  operated  by  the  New  Castle  County  Unit. 
This  makes  a total  of  15,023  for  the  32  month  period 
since  the  inception  of  the  program  on  February 
1,  1959.  In  this  same  period  there  have  been  153 
class  III,  44  class  IV  and  19  class  V reported.  A 
total  of  122  physicians  from  New  Castle,  Kent  and 
Sussex  County  participated. 

This  registry  as  well  as  the  info-dex  registries 
at  Milford  and  Beebe  Hospitals,  is  now  a part  of 
the  Division’s  program.  The  division  purchased 
the  initial  equipment  for  the  info-dex  registry  at 
the  Wilmington  General  Hospital  and  has  offered 
this  same  proposition  to  the  St.  Francis  Hospital 
This  offer  is  available  to  any  Delaware  Hospital 
that  presumably  does  not  have  a cancer  info-dex 
registry. 

The  Society  is  now  investigating  the  possibility 
of  transferring  the  present  doctor’s  notification 
program  (cancer  control  registry)  to  the  Delaware 
State  Board  of  Health.  This  service  would  con- 
tinue to  be  supported  by  the  Delaware  Division. 

The  advisability  of  creating  a visiting  nurse’s 
service  or  expanding  the  present  public  health 
nursing  service  to  Southern  Delaware  (southern  New 
Castle,  Kent  and  Sussex  Counties)  is  also  under 
consideration. 

The  executive  committee  recommended  the  ap- 
proval of  Dr.  Arthur  E.  Bogden’s  program  at  the 
Biochemical  Research  Foundation  in  Newark  to 
the  extent  of  $3800.  This  project  is  to  conduct  im- 
munology and  chemical  studies  on  autoimmunization 
to  primary  tumors. 

During  1960-1961’s  fiscal  year  the  Division  ap- 
proved for  assistance,  161  new  cases.  In  addition 
178  were  carried  over  from  the  previous  year, 
making  a total  of  339  cases  for  the  year. 

The  three  county  units  loaned  hospital  beds, 
wheelchairs,  bedside  commodes,  bed  pans  and  other 
small  items  of  equipment  to  64  patients.  Twenty 
dressing  groups  made  a total  of  56,803  dressings, 
1968  bed  pads  and  87  bed  gowns  making  it  possible 
for  one  society  to  supply  78  patients  with  these 
items. 

The  Society  provided  drugs  for  seventy  three 
patients,  helped  with  hospital  expenses  for  39,  pro- 
vided transportation  to  and  from  hospital  clinics 
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for  9,  provided  visiting  nurse  service  for  74,  emer- 
gency home-makers  service  for  four  and  furnished 
colostom.y  supplies  and  other  small  items  for  21 
patients. 

The  New  Castle  County  Unit  continues  to  par- 
ticipate in  the  Delaware  Hospital  Home  Care  pro- 
gram by  loaning  equipment  and  providing  dressings 
tor  the  cancer  patients  when  needed.  Eleven  cancer 
patients  were  cared  for  on  this  program  during  this 
I period.  From  September  1,  1960  to  August  31,  1961 
there  were  1,152  new  cancer  cases  reported  to  the 
Delaware  State  Board  of  Health.  The  Society  ap- 
proved during  this  same  period,  for  assistance,  161 
new  cases,  which  would  indicate  that  we  are  assist- 
ing one  out  of  seven  cancer  patients  in  the  state. 

The  Public  Education  Committee  of  one  American 
Cancer  Society  of  Delaware  distributed  approxi- 
mately 25,000  pieces  of  literature  to  students  and 
had  120  film  showings.  By  Jan.  1961  all  schools 
having  grades  7 to  12  had  received  the  film  strip 
kit  “To  Smoke  or  Not  to  Smoke.”  In  the  last  half 
of  the  fiscal  year  requests  for  an  additional  20  of 
i these  and  28  “Cancer  Challenge  to  Youth”  film 
’ strip  kits  were  filled.  68  schools  and  3 colleges  are 
- using  ACS  materials,  and  it  is  estimated  that  some 
; 35,000  students  have  received  cancer  information 

during  the  past  school  year.  Four  students  at  the 
University  of  Delaware  received  $500  grants.  Out 
of  90  questionnaires  sent  out  to  secondary  schools 
in  May,  66  were  returned  completed.  It  was  in- 
teresting to  note  from  these  that  8 projects  related 
to  cancer  were  entered  by  students  in  the  State 
Science  Fair,  to  which  one  division  contributes 
monetary  support.  16  schools  reported  research 
papers,  16  poster  and  8 essay  projects. 

* 10  physicians  and  six  layman  filled  speaking  en- 

gagements in  clubs  and  organizations.  The  current 
“ “Conquer  Uterine  Cancer”  program  being  carried 
t on  nationally  through  the  Federated  Women’s  Club 
now  has  32  of  the  43  clubs  in  Delaware  participating; 
I 13  out  of  24  in  New  Castle  and  all  8 in  Kent  and  all 
■fl  11  in  Sussex. 

i There  were  8 film  showings  with  physician 
speakers  at  the  Hercules  Powder  Company;  3 at  the 
i DuPont  Experimental  Station  at  the  DuPont  Elas- 
J tomers  Laboratory;  and  the  DuPont  Medical  Depart- 
i'  ment  reported  that  American  Cancer  Society  film 
I had  been  sent  to  11  plants  and  shown  to  6000 
1 women.  The  Sussex  Unit  showed  films  and  put  on 
an  educational  program  for  the  DuPont  Seaford 
I Plant.  The  steamfitters  Local  in  Wilmington  had 
a film-speaker  program  for  members  and  wives. 

|i  The  Society  had  exhibits  at  the  Delaware  State 

I!  Educators’  Annual  Meeting,  State  PTA,  Arden  and 
I Harrington  Fairs,  and  at  the  Institute  for  Health 
j and  Science  Teachers  sponsored  by  the  Medical 
j Society. 

The  Professional  Information  Committee  sent  CA 
>1  — A Cancer  Journal  for  Clinicians,  and  Cancer 

ij  News  to  all  state  physicians  and  hospitals.  The 
j journal  Cancer  was  provided  for  all  hospital  libr- 
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aries  and  the  Academy  of  Medicine,  which  also 
received  additional  publications  and  books  for  the 
cancer  section  of  the  library  up  to  their  $200  allot- 
ment. The  two  volumes  “Proceedings  of  4th  National 
Cancer  Congress”  was  sent  to  all  hospitals  and  the 
Academy  of  Medicine. 

Nurses  received  approximately  3700  pieces  of 
professional  literature,  physicians,  1,475  and  allied 
professions  57.  Also  some  15,000  pieces  of  educa- 
tional literature  were  distributed  to  the  public. 

The  cancer  kinescopes  were  shown  to  the  four 
general  hospitals  in  Wilmington  during  the  past 
28  consecutive  months,  and  starting  in  March 
1961,  2 kinescopes  per  month  were  scheduled  for 
one  DuPont  Medical  Department  in  Wilmington. 
This  series  will  be  finished  in  December  1961. 
There  were  also  29  film  showings  for  registered 
nurses,  nursing  students,  practical  nursing  students 
and  lab  technicians,  as  well  as  four  for  hospital 
staffs.  Two  sessions  were  held  at  the  Academy  of 
Medicine  for  practical  nursing  classes  from  Brown 
Technical  High  School,  with  films  and  physician 
speakers.  New  Castle  County  Unit  also  participated 
in  a seminar  for  senior  nursing  students  at  the 
Delaware  Hospital. 

In  March  1961  a refresher  course  for  graduate 
nurses  was  sponsored  by  the  American  Cancer 
Society  for  the  Delaware  Nurses  Association.  An 
average  of  150  nurses  attended  each  of  4 weekly 
sessions. 

The  Division  sponsored  a visiting  lecturer,  George 
T.  Polk,  M.D.,  associate  professor  of  Clinical  Surg- 
ery at  Cornell,  for  the  Annual  Meeting  of  the 
Academy  of  General  Practice. 

Respectfully  submitted, 

Oscar  N.  Stern,  M.D. 

The  report  was  accepted. 

LIAISON  WITH 

MENTAL  HEALTH  ACTIVITIES 

During  the  fiscal  year  1960-61  mental  health  ac- 
tivities have  been  numerous,  and  most  of  them  have 
contributed  significantly  to  improve  preventive 
measures  as  well  as  to  better  care  and  treatment 
of  mentally  ill,  emotionally  disturbed,  and  mentally 
retarded  children  and  adults  in  the  State  of  Dela- 
ware. Although  there  still  are  some  serious  prob- 
lems such  as  shortage  of  professional  personnel  of 
the  various  phychiatric  disciplines  with  which  those 
responsible  for  the  institutions  and  agencies  must 
cope,  the  mental  health  program  in  the  State  has 
continued  to  progress  during  the  year. 

Delaware  has  contributed  two  of  its  citizens  to 
outstanding  positions  in  the  National  Association 
for  Mental  Health.  Mrs.  A.  Felix  duPont,  Jr.,  at  the 
Annual  Meeting  of  the  Association  in  Denver, 
Colorado,  in  November,  1960,  was  re-elected  Presi- 
dent. Dr.  Harold  Elly,  of  Wilmington,  Delaware, 
formerly  Chief  of  Research  of  the  E.  I.  duPont  de 
Nemours  and  Company,  was  elected  President  of 
the  newly  organized  Research  Foundation  of  the 
National  Association  for  Mental  Health,  which  will 
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direct  all  the  research  activities  of  the  Association. 

Delaware  was  selected  to  participate  in  the 
“Cross-Cultural  Surveys  of  Mental  Disorders,”  one 
of  the  six  Central  International  Projects  selected 
for  research  by  the  World  Federation  of  Mental 
Health  during  World  Mental  Health  Year.  As  one 
of  the  first  steps  in  the  study  of  attitudes  of  peoples 
toward  mental  illness  and  mental  health,  Mr.  Alex- 
ander R.  Askenasy,  Research  Associate  of  the  World 
Federation  for  Mental  Health,  United  States  Com- 
mittee, spent  several  days  at  the  Delaware  State 
Hospital  in  August  and  September,  1960,  interview- 
ing professional  personnel.  For  a cross-cultural 
comparison  of  professional  attitudes  toward  the 
mentally  ill,  a hospital  in  England,  one  in  Hawaii, 
and  one  in  the  continental  United  States  were 
selected  on  the  basis  of  similarity  in  size,  in  popula- 
tion served,  and  in  other  significant  factors.  While 
in  Delaware,  Mr.  Askenasy  also  interviewed  per- 
sonnel of  all  the  Delaware  agencies  involved  in 
vocational  rehabilitation  of  former  mental  hospital 
patients,  as  this  particular  research  project  will 
give  special  emphasis  to  the  study  of  attitudes  re- 
lating to  the  vocational  rehabilitation  of  persons 
who  have  been  resident  patients  in  phychiatric 
hospitals. 

At  the  Delaware  State  Hospital  two  of  the  three 
research  projects  have  been  in  progress  during  the 
year.  The  Acting  Clinical  Director  and  Acting 
Director  of  Research  has  supervised  the  following 
studies,  (a)  The  Clinical  and  Sociological  Implica- 
tions of  Schizophrenia  and  (b)  Compensatory  Pharm- 
acotherapy in  Ambulatory  Psychiatric  Patients.  As 
a part  of  the  Schizophrenia  study  a family  file  has 
been  set  up  which  includes  approximately  700 
families  involving  about  1,800  individuals.  The 
project  regarding  ambulatory  phychiatric  patients 
(the  home  care-drug  therapy  program)  involved 
from  111  to  197  patients  in  active  status  each  month 
during  the  year,  with  an  average  of  160.  This 
program  has  made  possible  a significant  reduction 
in  the  resident  population  of  the  Delaware  State 
Hospital  as  well  as  in  a shorter  period  of  hospitaliz- 
ation for  a number  of  patients. 

On  July  19,  1961,  Dr.  Michael  Elyan,  Director  of 
Clinical  Research  at  the  Hospital  for  the  Mentally 
Retarded,  began  his  duties  at  Stockley,  Delaware. 
From  the  middle  of  March  to  July  15,  1961,  Dr. 
Elyan  had  served  as  Acting  Clinical  Director  of  the 
Governor  Bacon  Health  Center.  Immediately  upon 
assuming  his  position  at  The  Hospital  for  the  Men- 
tally Retarded  Dr.  Elyan  began  evaluating  patients 
for  a research  study  of  the  effect  of  Dehydro- 
epiandrosterone  on  mongoloids.  He  has  been  invited 
to  give  a course  of  eleven  lectures  to  the  Medical 
Staff  at  the  Delaware  State  Hospital.  In  August 
he  delivered  the  first  address  in  the  series,  “Ataxia 
In  Children.” 

The  Consultant  Cardiologist  and  a visiting  cardio- 
ologist  in  Wilmington  are  involved  in  a research 
project  on  cardiology  at  the  Hospital  for  the  Mentally 


Retarded.  The  Day  Supervisor  of  Nurses  will  super- 
vise the  observations  on  the  patients  selected  for 
the  research  program.  The  Hospital  Chief  of 
Medicine  and  other  staff  members  will  also  par- 
ticipate in  the  program. 

In-service  training  programs  at  the  Delaware 
psychiatric  institutions  during  the  past  fiscal  year 
have  included  (1)  a short  course  of  lectures 
on  group  psychotherapy  given  by  the  Chief  Psy- 
chologist for  the  Nursing  Staff  at  the  Hospital  For 
The  Mentally  Retarded,  (2)  weekly  discussions  held 
and  films  presented  for  the  houseparents  under  the 
leadership  of  the  Chief  Clinical  Psychologist  and 
the  Chief  Psychiatric  Social  Worker  at  the  Governor 
Bacon  Health  Center,  (3)  orientation  course  for 
basic  attendants  at  the  Delaware  State  Hospital.  To 
provide  training  in  psychotherapy  for  the  second 
and  third  year  residents,  the  Psychotherapeutic 
Night  Clinic  was  reorganized  at  the  Delaware  State 
Hospital. 

During  the  week  of  April  30  through  May  6,  1961 
Delaware  joined  with  other  states  in  observing 
Mental  Health  Week.  The  theme  for  this  year’s 
observance  was  “Careers  In  Mental  Health.”  One  of 
the  important  events  of  the  week  was  Open  House 
at  The  Hospital  For  The  Mentally  Retarded  on 
Sunday,  April  30,  for  the  purpose  of  giving  the 
citizens  an  opportunity  to  see  the  progress  as  well 
as  the  needs  of  one  of  the  state-supported  psychia- 
tric facilities.  Another  event  was  the  annual  meet- 
ing and  luncheon  of  the  Mental  Health  Association 
of  Delaware,  on  Tuesday,  May  2,  1961,  at  the  Hotel 
duPont.  Mr.  Mike  Gorman,  Executive  Director  of 
the  National  Committee  Against  Mental  Illness 
spoke  on  “Must  It  Be  Every  Other  Bed?” 

During  1960-61  professional  personnel  of  the 
psychiatric  hospitals  and  agencies  attended  con- 
ferences as  participants  or  in  some  cases  leaders 
of  study  groups.  Your  mental  health  liaison,  the 
Superintendent  of  the  three  hospitals.  Heads  of 
several  Divisions  of  the  hospitals,  some  members 
of  the  Board  of  Trustees,  and  several  members  of 
the  General  Assembly  attended  the  spring  meeting 
of  the  Northeast  State  Governments  Conference  on 
Mental  Health  at  Princeton,  New  Jersey,  in  April 
1960,  and  the  fall  meeting  at  Harrisburg,  Pennsyl- 
vania, in  September,  1961.  On  May  8-10,  1961,  your 
liaison,  the  Deputy  Superintendent,  the  Acting 
Clinical  Director  of  the  Delaware  State  Hospital, 
the  Clinical  Director  of  the  Mental  Hygiene  Clinics, 
attended  the  Annual  Convention  of  the  American 
Psychiatric  Association,  in  Chicago,  Illinois.  Later 
that  week  your  liaison  presided  over  the  Annual 
Meeting  of  the  National  Association  of  Program 
Directors.  The  Acting  Clinical  Director  of  the 
Delaware  State  Hospital  also  attended  the  Third 
World  Congress  of  Psychiatry  in  Montreal,  Canada, 
early  in  June.  Members  of  the  Psychology  Divisions 
of  the  Delaware  State  Hospital,  Governor  Bacon 
Health  Center,  and  the  Mental  Hygiene  Clinics 
participated  in  the  Annual  Convention  of  the 
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American  Psychological  Association  in  New  York 
City.  The  Acting  Clinical  Director  of  the  Governor 
Bacon  Health  Center  attended  a Conference  on  Re- 
search in  Mental  Health  held  by  the  Southern 
Regional  Education  Board  in  Atlanta,  Georgia,  from 
June  20-23,  1961.  The  Head  of  the  Division  of 
Credit  and  Accounts  of  the  Delaware  State  Hospital 
attended  the  Sixth  Annual  Conference  of  the  Na- 
tional Association  of  Reimbursement  Officers  in 
I Topeka,  Kansas.  In  May  the  Director  of  Nursing 
i of  the  Delaware  State  Hospital  attended  the  Con- 
; vcntion  of  the  National  League  For  Nursing  held 
I in  Cleveland,  Ohio. 

1 In  June  1960  the  Director  of  Nursing  at  the 
! Delaware  State  Hospital  and  the  Superintendent 

signed  a contract  with  the  Wilmington  Board  of 
Education  for  affiliation  of  their  Practical  Nurse 
students  to  meet  the  requirement  of  the  State 
Board  of  Nurse  Examiners  for  Psychiatric  Nursing 
experience  for  registration  of  Practical  Nurses. 

Under  special  education  and  training  other  pro- 
grams may  be  cited.  The  Board  of  Education  for 
the  City  of  Wilmington  during  the  school  year 

! 1960-61  operated  classes  for  educable  and  trainable 

I mentally  retarded  persons  of  school  age  and  began 

I the  present  school  year  with  27  classes  in  the 

• elementary  and  secondary  schools  serving  approxi- 

j mately  410  educable  mentally  retarded  and  8 classes 
^ comprising  approximately  65  in  classes  for  train- 
ji  able  mentally  retarded.  The  State  Board  of  Public 
I Instruction  has  this  September  51  classes  for  ed- 
ucable mentally  retarded  (exclusive  of  Wilmington) 
servicing  approximately  750  children  and  20  classes 
with  an  approximate  total  of  125  trainable  mentally 
retarded  children. 

!'  At  the  Hospital  For  The  Mentally  Retarded  during 
I the  fiscal  year  there  were  8 classes  serving  a total 
|l<  of  68  educable  retarded  children  and  17  classes  with 
g!  a total  of  134  trainable  pupils.  Under  the  Social 
5 Therapy  program  there  were  18  areas  involving  a 
I total  of  217  patients,  while  the  vocational  shops 
I and  classrooms  trained  106  patients. 

% The  Education  Program  at  the  Governor  Bacon 

ii  Health  Center  during  the  fiscal  year  included  one 
I unit  for  trainable  children  comprising  10  children. 
I In  the  regular  educational  program  were  10  classes 
I serving  a total  of  112  children.  Twelve  children 
I attended  class  in  the  Psychiatric  Unit.  Two  classes 
of  7 and  15  respectively  operated  for  the  children 
|{  of  school  age  in  the  units  for  epileptic  patients  and 
I for  crippled  and  cerebral  palsied  children. 

The  Daytime  Care  Centers  For  Severely  Retarded 
f Children  continued  to  provide  assistance  for  families 
fj  in  relieving  them  for  a part  of  the  day  of  the  care 
I of  severely  retarded  children  and  at  the  same  time 
t to  give  some  training  and  pleasure  to  the  children 
li  involved.  Five  centers  have  continued  to  operate 
I:  and  have  served  a total  of  78  children  (47  males,  31 
females).  In  June,  1961,  the  Supervisor  with  the 
Nurse  of  the  county  of  residence  began  to  make 
home  visits  to  all  the  homes  of  the  children  to 


discuss  the  progress  of  the  participants  in  the 
program.  All  of  the  parents  visited  expressed  the 
feeling  that  they  and  the  patients  had  been  helped 
immensely,  and  no  adverse  criticisms  were  offered. 

At  the  Delaware  State  Hospital  in  the  “Cl” 
Building,  the  unit  for  criminally  inclined  juveniles, 
an  educational  program  operated  on  a full  time 
basis  from  July  1,  to  September  1,  1960,  and  after 
September  1,  1960,  until  June  7,  1961,  on  a part-time 
basis. 

At  all  of  the  hospitals  there  were  some  physical 
improvements.  Outstanding  among  these  was  the 
screened,  outdoor  20’  by  20’  pavilion,  or  summer 
house,  which  was  constructed  adjoining  the  Dr.  M. 
A.  Tarumianz  Medical  Center.  It  was  completed 
and  made  ready  for  patient  use  about  June  16, 
1961.  The  pavilion  was  made  possible  by  a cash 
donation  given  by  the  Wilmington  Flower  Market, 
Inc.,  of  Wilmington,  Delaware.  This  gift  will  pro- 
vide many  extra  hours  of  enjoyment  for  patients. 

Adjacent  to  the  wading  pool  at  the  Hospital  For 
The  Mentally  Retarded  was  constructed  a 22’  by  60’ 
swimming  pool,  which  was  opened  on  July  21,  1961. 
The  funds  for  this  pool  had  been  given  by  an 
anonymous  donor.  The  pool  was  in  constant  use 
from  the  day  it  was  made  available  and  has  added 
much  to  the  recreation  of  both  the  staff  and  pa- 
tients. 

His  Excellency,  Governor  Elbert  N.  Carvel,  signed 
House  Bill  No.  206  for  capital  improvements.  This 
enabled  the  Board  of  Trustees  to  award  the  contract 
for  repairing,  rebuilding,  and  replacing  parts  of  the 
heating  system  at  the  Delaware  State  Hospital.  It 
also  made  possible  the  awarding  of  contracts  to 
construct  three  cottages  at  the  Hospital  For  The 
Mentally  Retarded,  the  sum  to  be  spent  for  this 
purpose,  not  to  exceed  $865,000.00. 

At  the  Delaware  State  Hospital  some  changes 
in  parts  of  the  program  were  made.  The  number 
of  open  wards  was  increased,  and  the  visiting  periods 
were  expanded.  Daily  visiting  during  the  week 
is  now  possible.  During  the  summer  months  pa- 
tients with  ground  privileges  could  receive  visitors 
on  the  grounds  daily  including  Sundays  and  holi- 
days. 

The  Mental  Hygiene  Clinics  have  continued  to 
serve  the  citizens  of  Delaware  for  diagnostic,  pre- 
ventive, and  therapeutic  purposes.  From  July  1, 
1960,  to  June  30,  1961,  a total  of  1,677  patients  re- 
ceived service.  Of  this  number  693  were  cases 
carried  over  from  the  previous  year;  825  were  new 
cases,  and  159  were  cases  which  had  been  closed 
and  were  reopened  during  this  year.  Patients  were 
examined  and/or  treated  by  psychiatrists  at  the 
clinics  at  Farnhurst,  Dover,  Stockley,  and  in  the 
Wilmington  Schools.  A total  of  2,972  psychiatric 
interviews  were  held  with  759  patients.  At  the 
Farnhurst  Clinic  929  therapy  interviews  were  held 
by  psychologists  under  the  supervision  of  psychia- 
trists. The  members  of  the  Social  Division  of  the 
Mental  Hygiene  Clinics  had  a total  of  1,273  inter- 
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views  and  prepared  449  social  histories  during  the 
year  with  388  new  cases  and  61  reopened  cases. 

In  June,  1961,  Governor  Elbert  N.  Carvel,  signed 
into  law  Senate  Bill  No.  152,  which  authorized  the 
State  Board  of  Trustees  to  appoint  a Superintendent 
for  the  three  psychiatric  institutions  and  the  Day- 
time Care  Center  for  Severely  Retarded  Children 
and  a State  Phychiatrist  and  Criminologist  who  auto- 
matically would  become  the  Director  of  the  State 
Mental  Hygiene  Clinics.  On  June  30,  1961,  your 
mental  health  liaison  retired  from  the  position  of 
Superintendent  of  the  Delaware  State  Hospital,  the 
Governor  Bacon  Health  Center  and  the  Hospital 
For  The  Mentally  Retarded,  as  well  as  the  position 
of  Director  of  the  Daytime  Care  Centers  For 
Severely  Retarded  Children.  At  the  regular  meet- 
ing of  the  Board  of  Trustees  for  June,  1961,  Dr. 
Charles  K.  Bush,  who  had  been  appointed  Deputy 
Superintendent  in  July,  1960,  was  appointed  Super- 
intendent of  the  three  institutions  and  Director  of 
the  Daytim.e  Care  Centers.  The  Board  appointed 
the  former  Superintendent  State  Psychiatrist  and 
Criminologist,  Director  of  the  Mental  Hygiene 
Clinics,  and  Consultant  to  the  State  Board  of 
Trustees. 

Your  mental  health  liaison  appointed  the  Clinical 
Director  of  the  Mental  Hygiene  Clinics  as  Assistant 
Director  of  the  Clinics  and  Assistant  State  Psy- 
chiatrist. 

Plans  have  been  presented  to  the  State  Board 
of  Trustees  to  enlarge  the  staff  and  expand  the 
program  so  that  the  Mental  Hygiene  Clinics  of 
Delaware  may  make  available  to  the  citizens  of 
the  State  preventive  psychiatric  work  incorporating 
all  phases  of  community  services.  Senate  Bill  No. 
284  was  prepared,  requesting  a supplementary  sum 
of  $60,000  for  the  clinics.  The  bill  was  passed  by 
the  Senate  on  August  31,  1961,  and  was  sent  to 
the  House.  If  the  bill  passes,  the  plan  is  to  open 
a new  unit  of  the  clinic  in  Seaford,  Delaware,  to 
serve  the  people  of  the  western  part  of  the  State, 
including  the  Delmar,  Laurel,  Seaford,  Greenwood, 
Bridgeville  areas.  The  Kent-Sussex  staff  of  the 
clinic  would  spend  two  days  in  Dover,  two  days 
in  Stockley-Georgetown,  and  one  day  in  Seaford. 

As  was  indicated  at  the  beginning  of  this  report, 
one  of  the  greatest  problems  facing  all  who  are 
involved  in  administering  the  mental  health  facilities 
in  and  of  the  State  is  the  critical  shortage  of  pro- 
fessional personnel  of  the  various  psychiatric  dis- 
ciplines. At  the  present  time  the  need  for  medical 
personnel  is  acute.  The  interest  and  support  of  the 
Medical  Society  of  Delaware  is  elicited  not  only  to 
help  convince  the  citizens  and  their  representatives 
in  the  General  Assembly  of  the  need  for  funds  for 
more  staff  but  also  to  assist  in  finding  suitable  per- 
sons for  the  positions  open. 

Delaware  for  a number  of  years,  in  numerous 
ways,  has  been  in  the  vanguard  in  its  efforts  to 
provide  for  the  mental  health  needs  of  its  citizens. 
Although  the  handicaps  seem  great  at  the  moment. 


perhaps,  the  support  and  interest  of  all  groups 
working  together  should  keep  our  program  of  pre- 
ventive as  well  as  therapeutic  and  diagnostic  services 
dynamic  and  of  a high  order. 

Respectfully  submitted, 

M.  A.  Tarumianz,  M.D. 

The  report  was  accepted. 

REPORT  OF  THE  REPRESENTATIVES  OF  THE 
BOARD  OF  DIRECTORS, 

GROUP  HOSPTIAL  SERVICE,  INC. 

The  Medical  Society  of  Delaware  annually  elects 
six  physicians  to  be  members  of  the  Group  Hospital 
Service,  Inc.,  Board  of  Trustees.  The  members  for 
the  past  year  are  submitting  this  resume  of  activity. 

In  addition  to  regular  board  meetings,  all  phy- 
sician trustees  attend  the  monthly  Plan  Claims 
Committee  meetings.  This  Committee  acts  as  an 
advisory  group,  making  recommendation  on  the 
coverage  of  individual  claims  and  on  broad  areas 
of  benefits.  Cases  are  brought  to  the  attention  of 
the  Claims  Committee  by  physicians  or  subscribers 
through  the  Plan  Staff. 

At  both  the  Board  and  Claims  Committee  meetings, 
Blue  Cross-Blue  Shield  utilization  is  reviewed  regu- 
larly. 

As  of  September  30,  1961,  there  were  283,768 
Blue  Cross  members  enrolled  in  the  Plan,  an  in- 
crease of  about  600  members  over  last  year.  This 
enrollment  is  approximately  63  per  cent  of  the 
population  of  Delaware. 

As  part  of  the  Blue  Cross-Blue  Shield  program 
of  making  coverage  available  to  the  aged,  the  “65- 
Extended”  Contract  was  inaugurated  this  year  to 
offer  more  extensive  coverage  to  those  individuals 
enrolling  after  attaining  age  65.  The  basic  65-Limited 
program  remains  available  with  limited  coverage 
at  a lower  premium.  The  65-Extended  Contract  in- 
cludes the  same  benefits  as  the  standard  Extended 
Coverage  Contract  with  the  following  modifications: 

1.  180  days  of  care  are  covered  with  a maximum 
allowance  of  $5,000  during  a Benefit  Period. 

2.  Room  and  board  allowance  is  limited  to  $16  per 
day. 

3.  Private  duty  nursing  is  limited  to  480  hours  at 
a maximum  payment  of  $10  per  eight  hour  shift. 

4.  Nursing  home  care  has  been  increased  to  60  days 
at  $8  per  day. 

The  Blue  Cross  Hospital  Reimbursement  Contract 
has  been  reviewed  extensively  by  the  Plan  Staff 
and  Board  members  and  a new  contract  proposal 
was  approved  by  the  Board  for  circulation  to  all 
member  hospitals  for  their  approval  and  signature. 

At  the  end  of  the  first  nine  months  of  1961  the 
Blue  Cross  in-patient  admission  rate  per  1,000  Dela- 
ware members  is  estimated  at  133,  and  their  average 
hospital  length  of  stay  in  Delaware  was  7.9  days. 
The  number  of  in-patient  days  per  1,000  members 
for  the  same  period  was  1,036  days.  These  figures 
are  the  result  of  an  increase  of  .6  admissions  per 
1,000  members  over  the  same  period  of  1960,  an 
increase  of  16  days  per  1,000  members,  an  increase 
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of  .1  day  in  average  length  of  stay.  The  result  is 
that  Blue  Cross  is  paying  out  more  money  for 
more  frequent  and  longer  hospital  stays  for  its 
members. 

These  figures  are  part  of  a gradual  increase  in 
utilization  which  started  in  1952  and  has  reached 
a new  peak  this  year. 

Throughout  the  country  a number  of  articles  have 
been  written  about  utilization  controls.  In  the 
surrounding  states  much  has  been  said  about  “abuse” 
or  misuse  of  health  facilities  and  Blue  Cross-Blue 
Shield. 

This  interest  has  developed  because  an  occasional 
patient  will  request  an  unnecessary  admission  or 
one  will  request  to  stay  in  the  hospital  a little  longer 
for  personal  reasons.  The  rejection  of  such  requests 
is  the  first  step  in  avoiding  misuse  and  insuring 
proper  use  of  hospital  space  and  Blue  Cross  cover- 
age. 

The  cooperation  of  the  entire  Medical  Profession 
is  necessary  to  keep  utilization  at  its  most  effective 
level.  Along  with  each  physician’s  personal  utiliza- 
tion conti’ol,  hospital  admission  and  utilization  com- 
mittees need  to  be  encouraged  in  all  Delaware 
hospitals.  Once  they  are  established,  complete 
medical  staff  cooperation  is  necessary  for  effective 
committee  operation. 

The  improved  medical  technology  over  the  past 
ten  years  has  increased  the  liability  of  the  pre- 
payment plans.  Hospitalization  for  medical  pro- 
cedures which  were  non-existent  a few  years  ago 
i is  now  being  covered.  Improved  technology  and 
I such  normal  increases  in  utilization  make  it  neces- 
'!  sary  for  all  physicians  to  be  interested  in  preventing 
1 the  misuse  of  the  health  facilities  and  the  prepay- 
ment plan  to  keep  the  cost  of  care  at  its  correct 
1 level. 

The  careful  use  of  prepayment  benefits  will  have 
long-range  effect  of  proving  that  the  Medical  Pro- 
fession— the  hospital  and  Blue  Cross-Blue  Shield 
can  work  together  to  preserve  the  voluntary  system 
of  medicine. 

Respectfully  submitted 

H.  Thomas  McGuire,  M.D. 

W.  B.  Cooper,  Jr.,  M.D. 

C.  L.  Edwards,  M.D. 

J.  A.  Krieger,  M.D. 

Charles  Levy,  M.D. 

E.  A.  Mekanik,  M.D. 

REPORT  OF  THE  JOINT  COUNCIL 
TO  IMPROVE  THE  HEALTH  CARE  OF  THE  AGED 

In  addition  to  the  meetings  of  the  Joint  Council, 
; general  meetings  have  been  held  in  Wilmington 
and  in  Milford. 

Nursing  home  owners,  hospital  administrators, 
; representatives  of  the  State  Board  of  Health  and 
j others  concerned  in  the  health  care  of  the  aged 
have  been  present. 

, On  March  22,  1961,  the  Council  incorporated  a sub- 
j sidiary  body  with  interlocking  membership,  known 
I as  the  Joint  Council  for  the  Accreditation  of 


Nursing  Homes,  Inc. 
are: 

(Miss)  Alice  Ulmer,  R.N. 
Joseph  J.  Ficcia,,  D.D.S. 
(Mrs.)  Edith  Kendall,  R.N. 
Charles  E.  Vadakin 
Victor  D.  Washburn,  M.D. 


The  officers  of  this  Council 


(Mrs.)  Catherine  Gay,  R.N. 


(Miss)  Mary  M.  Klaes,  R.N. 


Chairman 
Vice-Chairman 
Treasurer 
Secretary 

Inspector  for  the  year 
ending  September  20, 
1962.  (Without  finan- 
cial remuneration) 

As  an  inspector  in 
training,  (also  without 
financial  r e m u n e r- 
ation) 

Was  appointed  as  an 
inspector  for  Kent  and 
Sussex  Counties. 

Applications  for  accreditation  have  been  re- 
ceived by  the  Council.  Inspections  are  to  be  made 
in  the  near  future. 

There  are  approximately  36  nursing  homes  in 
Delaware  of  which  6 are  non-profit,  private  insti- 
tutions. 

The  30  nursing  homes  represent  approximately 
400  beds. 

The  Council,  in  inviting  nursing  home  owners  to 
apply  for  accreditation  provided  in  the  application, 
is  a means  of  self-appraisal.  Only  nursing  home 
owners  who  consider  that  they  meet  the  Standards 
of  the  Council  have  applied.  Applicants  have  been 
few  in  number. 

Floyd  I.  Hudson,  M.D.,  as  Executive  Officer  of 
the  State  Board  of  Health,  with  whom  the  Council 
is  working  in  close  accord,  has  published  in  the 
September  number  of  our  state  journal  a list  of 
the  deficiencies  of  the  nursing  homes  operated  for 
profit.  This  article  has  received  attention  by  the 
press,  editorially  and  otherwise. 

The  Council  intends,  in  co-operation  with  Doctor 
Hudson  and  the  members  of  the  Medical  Society 
of  Delaware,  to  make  available  to  nursing  home 
owners,  ways  and  means  of  improving  the  care 
of  patients  in  the  nursing  homes. 

Specifically,  the  Council  recommends  that  there 
be  available  in  each  County  Society  a committee 
qualified  and  available  in  an  advisary  capacity  to 
the  nursing  home  owners  in  the  respective  counties. 

Respectfully  submitted. 
Victor  D.  Washburn,  M.D.,  Chairman 
Allston  J.  Morris,  M.D. 

Mr.  Lawrence  C.  Morris,  Jr. 

The  report  was  accepted. 

President  McGee:  Is  there  any  unfinished  business 
which  should  be  brought  to  my  attention? 

President  McGee:  If  no,  may  we  have  a report 
from  the  Nominating  Committee,  Dr.  Homan. 
REPORT  OF  THE  NOMINATING  COMMITTEE 

Your  Committee  on  Nominations  has  met  and 
considered  positions  to  be  filled  for  the  year  Octo- 
ber, 1961  through  October,  1962.  We  respectfully 
submit  the  following  nominations: 
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Vice-President — Harold  J.  Laggner,  M.D.,  Smyrna 
Secretary — Joseph  W.  Abbiss,  M.D.,  Wilmington 
Treasurer — Charles  Levy,  M.D.,  Wilmington 
Delegate  to  AMA,  January,  1962-December,  1963 — 
H.  T.  McGuire,  M.D.,  New  Castle 
Alternate  Delegate  to  AMA,  January,  1962-Decem- 
ber,  1962 — Leslie  M.  Dobson,  M.D.,  Milford 
Delegate  to  the  Delaware  Academy  of  Medicine — 
Victor  D.  Washburn,  M.D.,  Wilmington 
Committee  on  Program 
Alfred  R.  Shands,  Jr.,  M.D.,  Chairman 
James  E.  Marvil,  M.D.,  Laurel 
James  B.  McClements,  M.D.,  Dover 
Committee  on  Publications 

A.  Henry  Clagett,  Jr.,  M.D.,  Wilmington — Chairman 
Joseph  W.  Abbiss,  M.D.,  Wilmington 
M.  A.  Tarumianz,  M.D.,  Farnhurst 
Committee  on  Public  Laws 

William  O.  LaMotte,  Jr.,  M.D.,  Wilmington — Chair- 
man 

James  Beebe,  Jr.,  M.D.,  Lewes 
J.  Leland  Fox,  M.D.,  Seaford 
Harry  J.  Neese,  M.D.,  Camden-Wyoming 
Eugene  R.  McNinch,  M.D.,  Dover 

Committee  on  Education 

Leonard  P.  Lang,  M.D.,  Wilmington — Chairman 
Laurence  L.  Fitchett,  M.D.,  Milford 
Olin  S.  Allen,  II,  M.D.,  Wilmington 
Committee  on  Budget 

Charles  Levy,  M.D.,  Wilmington — Chairman 
Robert  F.  Lewis,  M.D.,  Seaford 
Charles  W.  Walker,  M.D.,  Wilmington 
James  F.  Hays,  M.D.,  Dover 
Ervin  L.  Stambaugh,  M.D.,  Lewes 
Committee  on  Nominations 
Frank  Jones,  M.D.,  Wilmington — Chairman 
Robert  R.  Layton,  M.D.,  Dover 
Arnold  H.  Williams,  M.D.,  Laurel 
Members  of  the  Board  of  Group  Hospital  Service, 
Inc. 

William  B.  Cooper,  Jr.,  M.D.,  Seaford 
Conley  L.  Edwards,  M.D.,  Wilmington 
Robert  R.  Layton,  M.D.,  Dover 
Charles  Levy,  M.D.,  Wilmington 
H.  T.  McGuire,  M.D.,  New  Castle 
Edwin  A.  Mekanik,  M.D.,  Wilmington 
Board  of  Medical  Examiners 
Willard  F.  Preston,  M.D. 

Leonard  P.  Lang,  M.D. 

A.  Henry  Clagett,  Jr.,  M.D. 

Irvine  M.  Flinn,  M.D. 

Lewis  B.  Flinn,  M.D. 

Oliver  A.  James,  M.D. 

Edmund  Laird,  M.D. 

W.  Morris  Pierson,  M.D. 

Robert  O.  Y.  Warren,  M.D. 

Arnold  H.  Williams,  M.D. 

Respectfully  submitted 
James  B.  Homan,  M.D.,  Chairman 
Frank  Jones,  M.D. 

Robert  R.  Layton,  M.D. 


As  there  were  no  nominations  from  the  floor  a 
motion  was  made,  seconded  and  carried  to  accept 
the  report. 

President  McGee:  May  I move  to  a corollary, 
which  is  the  selection  of  a meeting  place  for  the 
Medical  Society  of  Delaware  in  1962.  Under  the 
custom  of  many  years  standing  you  will  recall  that 
we  have  met  in  Sussex,  New  Castle,  Kent,  New 
Castle,  Sussex,  New  Castle,  Kent,  New  Castle,  and 
so  on,  in  rotation.  This  is  not  one  of  those  things 
which  we  have  to  adhere  to  forever  if  meeting 
facilities,  and  so  forth,  would  seem  to  dictate  a 
different  arrangement.  Kent  County  should  be  the 
site  of  the  Scientific  Meeting  next  year.  We  have 
from  Kent  County  this  afternoon  Doctors  Neese 
and  Lazzeri.  Would  either  of  you  wish  to  comment 
as  to  whether  you  prefer  to  have  the  responsibility 
of  the  Scientific  Session  in  Kent  County  next  year 
or  do  you  have  an  alternate  proposal? 

Dr.  Neese:  I think  we  would  rather  relinquish  the 
meeting  to  Wilmington,  if  it  is  satisfactory  with 
the  delegates. 

President  McGee:  You  have  heard  the  proposal. 
If  we  have  a two-thirds  vote  here,  the  change  may 
be  made.  Specifically  the  proposal  of  Dr.  Neese  is 
that  we  request  the  New  Castle  County  to  have 
the  Scientific  Session  at  that  location. 

The  motion  was  made,  seconded  and  carried  to 
hold  the  1962  Scientific  Meeting  in  Wilmington. 

President  McGee:  I would  like  Dr.  Gehret  to 
give  the  Tellers’  Report  on  the  balloting  earlier 
this  afternoon  for  the  Distinguished  Service  Award 
from  the  Medical  Society  of  Delaware. 

Dr.  Gehret:  Having  counted  the  ballots,  Mr.  Chair- 
man, may  I place  the  name  of  Victor  D.  Washburn 
before  the  House  of  Delegates  as  the  man  selected 
to  receive  the  Distinguished  Service  Award.  (Ap- 
plause) 

Dr.  Washburn:  Thank  you  very  much. 

President  McGee:  That  leaves  the  final  item  and 
that  is  our  recognition  of  the  members  of  the 
Society  whom  we  have  lost  through  death  this  past 
year.  I will  call  off  their  names.  Will  you  rise 
and  stand  for  a moment  of  silence,  please. 

Douglas  H.  Aitken,  M.D.,  Wilmington 
Conwell  Banton,  M.D.,  Wilmington 
William  T.  Chipman,  M.D.,  Harrington 
Abram  J.  Gross,  M.D.,  Wilmington 
Samuel  M.  D.  Marshall,  M.D.,  Milford 
William  V.  Marshall,  M.D.,  Rehoboth 
Leslie  I.  Maske,  M.D.,  Wilmington 
Gerald  O.  Poole,  M.D.,  Wilmington 
Clarence  J.  Prickett,  M.D.,  Smyrna 
Joseph  B.  Waples,  Jr.,  M.D.,  Georgetown 

(The  assembly  arose  for  a moment  of  silence.) 

President  McGee:  We  are  adjourned. 

(Whereupon,  at  5:10  o’clock  p.m.,  Sunday.  October 
22,  1961,  the  Annual  Meeting  of  the  House  of  Dele- 
gates was  adjourned.) 
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There  is  a popular  type  of  editorial  today  which  is  another  method  of 
belittling  the  physician’s  fight  for  a free  America.  It  is  the  method  of 
praising  the  physician  on  one  hand,  while  at  the  same  time  knocking  him 
down  with  the  other.  In  a recent  issue  of  the  Saturday  Evening  Post  there 
is  a good  example  of  this. 

The  editorial  states  that  “There  is  no  serious  support  anywhere  in 
America  for  socialized  medicine.”  Then  later,  “No  reasonable  American 
can  be  against  providing  needed  care  for  the  elderly,”  and  insinuating  that 
this  is  just  what  the  doctors  are  against. 

Compulsory  care,  whether  it  be  for  the  young  or  the  aged,  is  indeed 
socialized  medicine.  This  editor  would  no  doubt  feel  very  differently  about 
government  supervision  of  his  free  press.  Can  it  not  be  understood  when 
T is  so  clear,  the  pattern  that  would  surely  take  shape,  first  socialized 
medicine,  then  socialized  law,  then  the  press? 

It  should  be  weU  known  to  everyone  by  this  time  that  the  doctors  are 
only  against  compulsory  schemes,  and  the  government  dictation.  It  should 
be  known  that  they  feel  medical  care  should  be  provided  for  everyone, 
regardless  of  age. 

The  Blue  Cross  is  preparing  an  attractive  policy  covering  hospitalization 
and  care  for  the  aged  group.  This  is  a voluntary  system,  and  the  costs  are 
minimal  to  the  subscriber.  As  it  stands  now,  it  receives  the  support  of  the 
medical  societies.  Let  us  work  for  establishing  this  type  of  voluntary  relief 
to  the  problem. 
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Rare  Serum 
Available 


Life-Saving 

Knowledge 


Cancer 

Computer 


The  Heritage 
Of  An  Apple 


University  Statistics 
On  Mononucleosis 


Production  of  a year’s  supply  of  Anti-Hemophilus  Influenzae  Type  B, 
a rare  serum,  for  use  in  sudden  and  severe  attacks  of  influenzal  menin- 
gitis, has  been  made  available  to  physicians  on  a 24-hour  basis  by  the 
E.  R.  Squibb,  Branch  Units  in  San  Francisco,  Chicago  and  New  York. 
Although  the  cost  of  producing  this  serum  is  nearly  double  the  sale  price, 
past  experience  shows  that  it  is  essential  for  those  few  cases  which  do  not 
respond  to  conventional  antibiotic  treatment. 


The  use  of  the  closed  chest  cardiac  massage  technique  is  explained  in 
the  film  “Life  In  Your  Hands,”  produced  by  Smith  Kline  & French 
Laboratories,  in  cooperation  with  the  Johns  Hopkins  Medical  Institutions. 
This  new  teaching  aid  is  for  use  by  physicians  only.  Those  who  conduct 
emergency  resuscitation  training  programs  for  rescue  groups  may  obtain 
the  loan  of  a print  by  contacting:  Medical  Films  Center,  S.K.F.  Labora- 
tories, 1500  Spring  Garden  St.,  Philadelphia  1,  Pa. 

A Bendix  G-15  computer  system  is  being  programmed  by  the  “Memorial 
Hospital  for  Cancer  and  allied  Diseases,”  treatment  unit  of  the  Memorial 
Sloan-Kettering  Cancer  Center.  It  will  be  used  to  apply  data  processing 
techniques  to  the  study  of  radiation  in  diagnosing  and  treating  cancer 
patients.  The  computer  will  be  used  initially  to  determine  quickly  and 
accurately  the  amount  of  radiation  from  external  sources  delivered  to 
cancer  tissues  and  surrounding  normal  tissues,  and  the  distribution  of 
radiation  by  radioactive  needles  and  seed  implants.  It  will  also  be  a 
pilot  for  additional  uses  of  computers  in  treatment  of  cancer. 


The  apple  as  a health  food  of  unlimited  value  has  been  demonstrated  by 
1300  volunteer  students  at  Michigan  State  University  as  reported  in  the 
Science  News  Letter.  In  the  three-year  study,  health  records  showed 
significantly  fewer  calls  to  the  university’s  health  center  by  these  apple- 
eating students  than  by  others.  Vitamin  C in  the  apples  may  have 
accounted  for  the  benefit,  say  investigators,  or  perhaps  some  naturally 
occurring  tranquilizer  in  the  apple  lowered  tension-pressure.  (Editor’s 
note:  Does  that  account  for  Eve’s  famous  apple?) 

Gordon  Keppel,  M.D.,  and  Judith  Hess,  R.N.  report  18  cases  of  mono- 
nucleosis during  the  first  semester  at  the  University  of  Delaware.  While 
this  figure  is  slightly  higher  than  average,  the  unusual  feature  was  the 
sex  distribution,  in  that  there  were  only  3 women  to  15  men  involved. 
The  average  loss  from  academic  pursuits  was  9 days.  Two  students 
withdrew  from  the  University  until  the  next  semester.  This  was  unusual, 
the  average  patient  recovering  in  time  not  to  lose  a semester  from  school. 
Clinical  courses  suggesting  diphtheria,  tonsillitis,  typhoid  fever  and  grippe 
were  seen.  Only  one  patient  showed  clinical  evidence  of  hepatitis. 
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James  A.  Flaherty,  M.D.,  will  be  a psychiatric  participant  in  a panel 
sponsored  by  the  United  Epilepsy  Association  and  Columbia  University 
College  of  Physicians  and  Surgeons,  at  Arden  House,  N.Y.,  Feb.  27-Mar. 

I.  The  topic  is  “The  Problem  of  Epilepsy  and  Rehabilitation”  . . . 
Eugene  C.  Syrovatka,  LL.D.,  has  been  appointed  executive  director  of 
the  1962  Delaware  Health  Fair  . . . James  E.  Marvil,  M.D.,  author  of  the 
new  book.  Sailing  Rams,  history  of  the  Sussex  County  shipbuilding  in- 
dustry, spoke  to  the  Sussex  Society  of  Archeology  and  History  at  St. 
Paul’s  Church,  Georgetown  . . . Edgar  R.  Miller,  M.D.,  has  been  named 
honorary  chairman  of  the  annual  Delaware  Heart  Fund  Drive  . . . Arthur 

J.  Heather,  M.D.,  has  been  appointed  chairman  of  the  Heart  Association’s 
Rehabilitation  Committee  and  medical  consultant  for  the  Curative  Work- 
shop, Wilmington  . . . Society  members  who  participated  in  the  fifth 
regional  meeting  program  of  the  American  College  of  Physicians  held  on 
Feb.  10th  at  the  Academy  of  Medicine  were:  A.  Henry  Clagett,  Jr.,  M.D., 
James  M.  Hofford,  M.D.,  William  J.  Holloway,  M.D.,  Arthur  J.  Heather, 
M.D.,  Otaker  J.  Poliak,  M.D.  and  Douglas  Sanders,  M.D.;  Ward  W. 
Briggs,  M.D.  officiated  as  Governor  for  Delaware;  Lewis  B.  Flinn,  M.D., 
presided  as  ex-Governor  for  Delaware  . . . Davis  G.  Durham,  M.D.,  pre- 
sented the  film  “Project  Hope”  and  addressed  a meeting  of  the  Delta 
Gamma  Alumni  Association  . . . 


• Grants  from  the  National  Foundation  are  enabling  scientists  to  de- 
tennine  just  how  the  absence  of  a vitamin  or  mineral  interferes  with 
proper  prenatal  development.  Even  a temporary  deficiency  of  folic  acid 
during  early  pregnancy  can  cause  birth  abnormalities  ranging  from  cleft 
palate  to  displacement  of  organs  and  malformation  of  the  heart  and  eyes. 
Work  in  this  area  is  being  continued,  using  radioactive  material  in  the 
manganese-deficient  diet  to  trace  what  hinders  the  normal  development 
of  embryonic  cells. 

• A mother’s  smoking  can  affect  an  unborn  baby,  according  to  Louis  M. 
Heilman,  M.D.,  Downstate  Medical  Center,  University  of  New  York, 
who  claims  that  the  baby’s  heartbeat  picks  up  speed  when  the  mother 
smokes.  This  may  even  happen  when  she  merely  reaches  for  a cigarette. 

• A small  FM  transmitter,  attached  to  the  mother  of  an  unborn  infant, 
can  pick  up  the  prenatal  heartbeat  and  feed  it  into  an  ordinary  telephone 
line  for  diagnosis  at  research  centers.  This  enables  specialists  to  detect 
congenital  heart  disease,  metabolic  diseases  such  as  toxemia,  thyroid, 
diabetes,  and  Rh  difficulties  which  cause  miscarriages.  The  “Beep-Beep” 
messages  can  be  unscrambled  and  recorded  to  aid  the  attending  physician. 
This  experiment  has  been  carried  on  with  success  at  Marquette  University 
and  two  of  the  hospitals  in  Milwaukee. 


Physicians  are  asked  to  combat  the  dangers  which  mail  order  Rxs  hold 
for  their  patients.  This  type  of  operation  has  caused  a mushrooming 
problem  in  public  health  due  to  the  absence  of  the  physician-pharmacist- 
patient  relationship;  difficulties  in  checking  prescription  files;  delay  in 
obtaining  medication,  and  cost  involved  in  determining  whether  a mailed 
Rx  was  written  by  a physician.  {American  Professional  Pharmacist) 
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The  Delaware  Academy  of  General  Prac- 
tice is  looking  forward  to  a very  busy  year. 
Several  business  meetings  will  be  called  by 
the  new  president,  Dr.  Marjorie  Conrad  in 
preparation  for  the  the  Spring  Symposium 
which  will  be  held  on  Saturday,  March  31st. 
Dr.  William  Shellenberger,  president-elect  and 
educational  director,  is  making  preparations 
for  this  meeting.  Complete  details  of  the 
program  will  be  announced  next  month.  Mark 
the  date  on  your  calendar  now  please. 

The  main  event  in  April  9-12,  1962  will  be 
the  Annual  Scientific  Assembly  of  the  Ameri- 
can Academy  of  General  Practice  which  will 
convene  in  the  exciting  and  money-making“?” 
city  of  Las  Veges,  Nevada.  If  you  have  never 
been  there  don’t  miss  this  golden  opportunity 
to  gain  knowledge  at  the  meeting  and  lose 
money  at  the  fabulous  casinos.  The  best  in 
entertainment  will  be  available  for  all. 

The  delegates  who  will  represent  our  Chap- 
ter are  Dr.  Douglas  MacKelcan  and  the  vet- 
eran, Pete  Pennington.  Alternates  are  Leroy 
Kimble  and  Frank  Skura.  President  Marjorie 
Conrad  will  lead  the  delegation. 

If  you  have  not  made  your  reservation 
please  refer  to  GP  Journal  of  October,  Novem- 
ber and  December,  1961  for  details. 

The  room  reservations  are  on  a “first  come” 
basis.  Reservation  requests  should  be  sent 
to  the  AAGP  Housing  Bureau,  Las  Veges 
Convention  Center.  Do  not  send  reservations 
to  Academy  Headquarters. 

The  program  is  rich  in  practical  informa- 
tion for  the  family  physician.  Some  of  the 
lectures  include  a Geriatrics  Symposium,  Gyn- 
discussions  on  caesarean  section,  prenatal  com- 
plaints, the  pelvic  examination,  and  the  vag- 
inal approach  to  pelvic  surgery.  Symposia 
will  be  held  on  orthopedics,  pediatrics,  peri- 
pheral vascular  disorders,  diabetes,  medical 
vs.  surgical  management  of  thyroid,  “death 
with  dignity;”  how  to  avoid  malpractice  suits 
and  undetected  murder. 


The  usual  high  caliber  of  scientific  and 
technical  exhibits  will  be  available  for  the 
visitors  to  this  national  GP  convention. 

A maximum  of  15  Category  I credits  will 
be  given  for  attending  the  entire  program. 
va 

Chairmen  of  committees  for  1962  of  the  Del- 
aware Academy  of  General  Practice  were  an- 
nounced by  president  Marjorie  Conrad  as 
follows: — 

Budget  and  Audit  ■ — Leroy  Kimble 
Constitution  and  By-Laws  — Frank  Skura 
Credentials  and  Membership  — Joseph  Davolos 
Education  — William  Shellenberger 
Entertainment  and  Banquet  — Elton  Resnick 
Exhibits  — Leonard  Hershon 
Hospitals  — Steve  Bartoshesky 
Insurance  — Maurice  Goleburn 
Legislation  — Richard  Comegys 
Mead  Johnson  Award  — George  J.  Boines 
Mental  Health  — Sarah  Bishop 
National  Defense  — M.  B.  Pennington 
Occupational  Health  — Jerome  Bredall 
Publications  — A.  Press  — Douglas  MacKelcan 
B.  Journals  — George  J.  Boines 
Public  Relations  — Halo  Charamella 
School  Health  — Leon  Anderson 
Hospital  and  Decorations  — Mrs.  Mary  Bartoshesky 

There  are  many  physicians  in  our  midst,  new 
arrivals  and  some  old  friends,  who  have  not 
had  the  opportunity  to  learn  of  the  many 
social,  educational,  and  insurance  benefits 
which  GPs  enjoy.  This  is  probably  more  so 
of  our  Kent  and  Sussex  County  colleagues 
due  to  the  distance  factor.  Anyone  interested 
should  write  to  Chairman  Davolos  for  in- 
formation. 

Read  this  page  monthly  for  GP  news.  If 
you  have  any  suggestions  or  contributions, 
please  contact  the  chairman. 

The  Editorial  Board  of  the  Delaware  Medi- 
cal Journal  is  making  this  page  available  to 
us  as  a courtesy.  This  is  greatly  appreciated 
by  the  membership  of  the  Delaware  Academy 
of  General  Practice. 

George  J.  Boines,  M.D. 
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MODERN  CONCEPTS  OF 
CARDIOVASCULAR  DISEASE 

Among  the  many  laudable  creations  of  the 
American  Heart  Association,  none  is  of  more 
help  to  the  practicing  physician  than  the 
Modem  Concepts  of  Cardiovascular  Disease, 
a monthly  leaflet  designed  to  present  in  prac- 
tical terms  a subject  useful  to  the  General 
Practitioner.  At  its  inception  thirty  years 
ago  and  for  a number  of  years  thereafter  it 
consisted  of  a single  sheet;  recently,  it  has 
been  growing  to  a double  sheet  and,  at  times, 
a third  sheet  folded  in.  For  the  most  part, 
its  original  aim  of  practicality  has  been  at- 
tained; unfortunately,  however,  such  has  not 
always  been  the  case  but  the  exceptions  to 
this  rule  have  been  few. 

It  is  fitting  that  the  January  1962  issue 
has  been  dedicated  to  the  first  thirty  years 
of  this  publication.  It  is  further  fitting  that 
it  consists  of  a review  of  the  past  thirty  years 
by  the  first  Editor,  Doctor  Samuel  A.  Levine. 

In  his  usual  informal  but  authoritative  man- 
ner, Doctor  Levine  reminisces  over  the 
events  in  cardiology  during  the  past  three 
decades.  He  remembers  how  patients  with 
congestive  heart  failure  were  kept  dehydrated 
and  fiat  on  their  back  in  bed;  how  their  ankles 
would  decrease  in  size  to  the  great  satisfaction 
of  all  concerned  (except  the  patient)  while 
the  fluid  gravitated  to  the  lungs.  He  re- 
members the  medical  wards  that  at  one  time 
contained  many  cases  of  rheumatic  and  syph- 
ilitic heart  disease;  the  former  have  decreased 
tremendously  while  the  latter  have  almost 
disappeared.  He  remembers  the  disease  with 
a one  hundred  per  cent  mortality  rate  prior 
to  the  days  of  penicillin — subacute  bacterial 
endocardititis.  He  remarks  about  the  great 
help  that  has  been  rendered  by  the  new  and 
improved  diuretics. 

The  greatest,  and  most  dramatic,  change 
that  has  occurred  has  been  the  surgical  treat- 
ment of  heart  disease.  He  remembers  the 
first  surgical  operation  on  the  mitral  valve 


reported  by  Doctor  Elliott  C.  Cutler  and 
himself  in  1923  and  how  subsequent  mortality 
caused  the  operation  to  be  discarded.  He 
remembers  how  Doctors  Bailey  and  Harken 
renewed  the  attack  on  the  mitral  valve,  with 
success,  twenty-five  years  later.  He  remarks 
upon  the  tremendous  advances  in  surgery  that 
have  been  made  possible  by  an  apparatus 
that  will  satisfactorily  carry  on  extracorporeal 
circulation.  He  remarks  upon  the  advances 
in  diagnosis  through  new  techniques  in  roent- 
genology. 

Doctor  Levine  concludes  by  noting  the  tre- 
mendous advances  in  the  diagnosis  and  treat- 
ment of  heart  disease  and  how  they  far  ex- 
ceeded any  hopes  formerly  entertained.  He 
is  optimistic  in  his  predictions  that  the  future 
holds  similar  hope  for  two  conditions  as  yet 
unconquered  — hypertension  and  coronary 
artery  disease.  He  predicts  that  hypertension 
will  be  conquered  by  medical  means  and  that 
coronary  artery  disease  will  be  prevented  by 
diet  and  habits  and,  perhaps,  medication. 

Yes,  The  American  Heart  Association  is  to 
be  congratulated  upon  thirty  years  of  Modem 
Concepts.  It  is  hoped  that  this  publication 
will  continue  because  it  undoubtedly  fills  a 
definite  need.  It  is  our  belief  that  this  need 
could  be  more  efficiently  filled  were  the  pub- 
lication to  revert  to  the  form  in  which  it 
originally  appeared.  Brevity  is  a lost  art  in 
this  age. 

NOTE:  MEDICAL  AUTHORS 

In  the  past  we  have  been  lenient  with 
authors  who  make  changes  in  their  manu- 
scripts ajter  they  are  set  in  galley  form  and 
returned  to  them  for  approval.  Due  to  the 
mounting  costs  of  production,  it  will  be  neces- 
sary in  the  future  to  charge  authors  for  changes 
made  on  the  galleys  that  were  not  in  the 
original  article.  Forewarned  is  to  be  fore- 
armed! Will  authors  submitting  material 
please  double-check  their  copy  before  sending 
it  in  to  the  Journal.  Thank  you. 
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AN  EDUCATIONAL  FORCE  FOR  MEDICINE 


Mrs.  William  Stone,  regional  chairman, 
addressed  the  State  Auxiliary  on  the  newly 
merged  American  Medical  Association  and 
Research  Foundation.  According  to  Dr.  Louis 
Orr,  “One  of  the  greatest  functions  that  a 
Woman’s  Auxiliary  can  perform  is  to  act  as 
an  educational  force  for  medicine.”  What 
better  way  than  through  A.M.E.R.F.? 

For  those  who  are  interested  in  furthering 
the  goals  of  medical  education,  A.M.E.R.F.  is 
a top  priority  project.  The  primary  purpose 
of  this  Fund  is  aid  to  medical  schools.  These 
allocated  monies  are  not  restricted;  they  are 
intended  for  emergency  use  such  as  scholar- 
ships, to  help  finance  special  research  projects, 
purchase  laboratory  equipment  or  to  supple- 
ment salaries  for  teaching  personnel. 

In  order  to  meet  the  rising  threat  of  federal 
participation  in  financing  medical  school  edu- 
cation, we  must  strengthen  our  financial  sup- 
port. Last  year,  nationwide  Auxiliary  mem- 
bers gave  $196,577.38.  Although  it  appears 
a large  sum  of  money,  if  each  member  had 
been  responsible  for  a minimum  $5.00  dona- 
tion, the  amount  would  have  been  $400,000. 
This  is  thinly  spread  when  we  consider  that 
85%  of  all  scientific  research  is  done  in  the 
medical  schools — that  members  of  the  medical 
profession  are  held  responsible  for  training 
increasing  numbers  of  physicians  to  meet 
health  needs  of  growing  communities — that 
the  educational  program  itself  becomes  more 
costly  to  administer  especially  when  new 
medical  schools  are  required. 


Mrs.  William  Spencer  Stone 


There  are  salient  facts  we  should  all  know 
about  this  program.  Any  donation  can  be 
earmarked  for  a specific  medical  school.  When 
these  specially  designated  funds  have  been 
sent  on,  the  remainder  of  the  Fund  is  evenly 
divided  among  the  85  medical  schools  in  our 
nation.  All  contributions  are  tax  deductible, 
and,  best  of  all,  there  are  no  handling  charges; 
all  donations  go  completely  to  the  Fund. 

There  are  many  ways  that  we,  as  Auxiliary 
members,  can  participate  in  fund  raising. 
Each  county  has  its  own  special  projects  for 
which  you  will  be  contacted.  But  throughout 
the  year,  you  can  and  should  make  use  of 
the  “Sympathy”  and  “In  Appreciation”  cards 
specially  designed  for  A.M.E.R.F.  Attractive 
monogrammed  playing  cards  are  available  at 
a moderate  cost.  Another  contemplated  pro- 
ject is  the  sale  of  Christmas  cards.  Our  State 
Chairman,  Mrs.  A.  M.  Devenis  of  Milford, 
and  her  County  Chairmen,  will  be  happy  to 
send  you  additional  information  and  to  re- 
ceive your  contributions. 

Since  our  representative  and  governing 
bodies  take  the  position  “that  the  financial 
problems  of  the  medical  schools  should  be 
solved  by  private  means  and  that  excessive 
reliance  on  government  aid  violates  the  es- 
sential principle  of  our  free  enterprise  sys- 
tem,” we  as  members  should  feel  obligated 
to  support  this  stand  to  further  the  goals  of 
American  Medicine. 
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A Multi-Faceted  Approach  Towards 
LOWERING  BLOOD  CHOLESTEROLt 

Edward  S.  McCabe,  M.D. 

• A brief  review  of  the  problem  of  cholesterol 
today  in  its  relation  to  atherosclerosis  and  what 
to  do  about  it.  In  coronary  sclerosis  the  neutral 
fat  and  coagulation  factors  may  be  more  im- 
portant. In  the  latter,  Nicalex  seems  to  exert  a 
favorable  influence. 


The  role  of  dietary  fat  and  serum  lipids,’ 
particularly  cholesterol,  in  the  pathogenesis 
of  atherosclerosis  has  been  the  subject  of  tre- 
mendous interest  in  recent  years.  Many  new 
concepts  of  lipid  metabolism  have  been  de- 
veloped, and  new  terminology  has  been  created 
which  the  modern  practicing  physician  must 
understand  and  apply.  The  original  hypoth- 
esis that  a direct  causal  relationship  exists 
between  dietary  fat  and  serum  cholesterol 
concentration  in  the  development  of  athero- 
sclerosis has  undergone  many  modifications. 
Through  epidemiologic  investigations  and 
metabolic  balance  experiments,-  many  trends 
stand  out.  Some  of  these  trends  will  be  pre- 
sented along  with  the  rationale  held  by  the 
author. 

Atherosclerosis 

Atherosclerosis  (athere-gruel)  is  a general 

Dr.  McCabe  is  Medical  Consultant.  O.P.D.,  Philadelphia  General 
Hospital,  Philadelphia.  Pa. 

fPresented  at  the  annual  meeting  of  the  Medical  Society  of  Delaware, 
Oct.  27.  1962,  Wilmington. 


metabolic  disorder  of  the  arterial  subintima, 
conditioned  by  local  factors  which  impair  the 
integrity  of  the  intima.  This  condition  usually 
begins  in  early  adult  life.  The  severity  varies 
from  artery  to  artery,  and  the  usual  effect  is 
to  narrow  the  lumen  of  the  vessel,  leading  to 
thrombosis,  rupture,  or  aneurysm  formation. 

Friedman’s  scheme  of  inclusive  factors  is 
probably  the  simplest:  Intimal  injury  f 

Plasma  lipids  + Blood  pressure  + Time  = 
Atherosclerosis. 

The  factors  causing  intimal  injury  are  pyri- 
doxine  (B,j)  and  or  choline  deficiency,  radia- 
tion, heat,  cold,  mechanical  trauma,  gravity 
forces,  vibration,  chemical  or  bacterial  toxins, 
hypertension  or  hypotension,  acute  or  chronic 
hypersensitivity,  endocrine,  infiltration,  and 
other  blood  factors. 

The  filtration  theory  hypothesizes  that  lipo- 
proteins are  continually  filtering  through  in- 
timal walls  into  subintimal  spaces  or  into 
the  media.  When  plasma  levels  of  cholesterol 
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are  high,  reabsorption  of  all  the  lipid  is  in- 
complete, leaving  remnants  to  be  phagocytosed 
into  foam  cells.  The  tissue  reaction  to  these 
foreign  bodies  results  in  a plaque.  Since  the 
intima  is  nourished  by  diffusion  of  oxygen, 
high  molecular  weight  substances  migrating  to 
the  periphery  of  the  stream  will  block  diffusion 
and  hence  macrophages  are  stimulated  into 
activity  to  reach  out  and  clear  the  way. 

Fats  are  insoluble  in  water,  so  they  are 
complexed  to  protein,  making  it  possible  for 
the  body  to  store  or  transport  fats  in  an  es- 
sentially aqueous  medium.  Lipoproteins  in 
blood  transport  steroid  hormones,  fat-soluble 
vitamins,  cholesterol,  esters,  phospholipids,  and 
neutral  fats.^ 

Certainly  atherosclerosis  is  less  apt  to 
occur  when  circulating  lipids  are  low.  Studies 
made  during  World  War  II  and  later  in  Japan 
support  this  contention.  The  early  intimal 
lesions  contain  cholesterol  and  its  esters,  pal- 
mitate  and  stearate.  The  lipid  content  of 
normal  aorta  doubles  in  normal  old  age,  but 
increases  ten-fold  in  atheroma.  Early  the 
concentration  is  about  the  same,  but  in  ad- 
vanced atheroma,  the  total  lipid  content  goes 
up  four-fold,  free  cholesterol  doubles,  and 
phospholipids  with  neutral  fat  diminish. 

Serum  Cholesterol 

Cholesterol  is  insoluble  in  water.  Unsatur- 
ated esters  have  a lower  melting  point  and 
greater  solubility.  Cholesterol  is  not  broken 
down,  and  it  is  synthesized  but  not  burned  for 
energy.  The  steroid  ring  is  not  spht  in  mam- 
mals, but  structural  alteration  can  take  place. 
The  level  in  tissue  and  plasma  of  steroids  is 
governed  by  (1)  the  amount  ingested  in  food; 
(2)  amount  synthesized  (i.e.  less);  and  (3) 
amount  excreted  (bile) . Cholesterol  is  present 
in  most  tissues.  Cerebral  white  matter  (12 
per  cent)  has  twice  the  gray  matter  content 
(6  per  cent).  Kidney,  spleen,  and  skin  have 
over  1 per  cent,  and  liver,  blood,  and  muscle 
(heart  and  smooth)  almost  1 per  cent.  Homeo- 
stasis must  be  operating,  but  there  appears 
to  be  no  definite  relationship  between  the 
amount  absorbed  and  the  rate  of  hepatic 
synthesis.  Synthetic  pathways  are  well  out- 
lined: Co  A Aceto  acetate  ^ S Co  A 


Acetyl  Co  A ^ Dimethyl  acetyl  acetate  (6x) 
-»  Squalene  Cholesterol. 

Metabolism  consists  in  removal  of  side 
chain,  addition  of  oxy,  hydroxyl,  or  methyl 
groups,  and  internal  rearrangement  to  pro- 
duce bile  acids.  Ultra  violet  breaks  one  ring 
to  form  vitamin  D.  Cholesterol  is  excreted 
in  bile  and  intestinal  juices  as  bile  acids  and 
in  the  urine  as  steroid  hormones  or  degrada- 
tion products.  The  function  for  the  most 
part  is  unknown,  especially  puzzling  is  why 
a tissue  level  of  ten  times  the  plasma  level 
is  required. 

Lowering  Serum  Cholesterol 

When  one  can  list  about  sixteen  etiologic 
factors  in  atherosclerosis  — heredity,  diet, 
serum  lipids,  hypiertension,  stress,  age,  obesity, 
hormones,  vascular  trauma,  tobacco,  sex,  ex- 
cerise, liver  conditions,  infections  and  so 
forth  — where  several  of  the  conditions  exist 
simultaneously,  it  would  certainly  seem  im- 
perative to  make  every  effort  to  reduce  to 
within  the  normal  range  cholesterol,  phospho- 
lipids, neutral  fat,  and  free  fatty  acids.  Kin- 
sell’s^  figures  of  total  lipids  less  than  750  mg. 
per  cent,  cholesterol  200  to  225  mg.  per  cent, 
with  the  beta  lipoprotein  in  a concentration 
of  less  than  400  mg.  per  cent  would  seem  to 
fit  well  into  this  rationale. 

The  approach  to  this  therapy  may  be  (1) 
dietary,  (2)  the  ingestion  of  a competitive 
inhibitor  in  absorption,  (3)  use  of  unsaturated 
fatty  acids,  i.e.  corn  oil,  whale  oil,  (4)  the  use 
of  therapeutic  agents  to  block  the  synthesis 
of  cholesterol,  and  (5)  an  attempt  to  promote 
the  excretion  of  bile  acids. 

Our  caloric  intake,  based  on  the  occupation 
of  the  average,  normal  individual,  has  been 
reckoned  as  35  calories  per  kilogram  of  body 
weight  per  day.  It  is  apparent  that  the 
American  diet  provides  the  fat-intake  calories 
in  too  high  a percentage.  This  has  been  found 
to  be  close  to  50  per  cent.  Therefore,  if  the 
fat-producing  calories  were  cut  to  25  per  cent, 
an  improvement  would  be  apparent.  The 
carbohydrate  and  protein  intake  is  important, 
and  the  suggested  amounts  are  55  per  cent 
of  carbohydrate  and  20  per  cent  of  protein. 
The  type  of  fat  is  very  important,  and  the 
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ratio  of  vegetable  and  animal  fats  may  be  a 
factor,  with  vegetable  fat  one-third  and  animal 
fat  two-thirds.  With  regard  to  the  mono- 
unsaturated  and  poly-unsaturated  fats,  these 
amounts  should  be  high.  In  the  latter,  a 
ratio  of  5:1  is  suggested. 

Evaluation  Of  Sitosterol 

The  ingestion  of  a competitive  inhibiter  in 
absorption  has  also  been  evaluated.  Sitosterol 
is  this  type  of  drug,  usually  taken  in  doses  of 
five  or  ten  grams,  three  times  a day. 

Several  ways  of  inhibiting  synthesis  of 
cholesterol,  thus  cutting  down  the  rate,  have 
been  employed.  The  most  important  to  date 
is  the  use  of  large  doses  of  nicotinic  acid.  The 
aluminum  salt  of  nicotinic  acid,  aluminum 
nicotinate,*  usually  in  a dose  of  one  gram 
three  times  daily,  seems  to  be  especially  ef- 
fective with  a minimum  of  side  reactions. 
Nicotinic  acid  competes  here  with  Acetyl 
Co  A in  the  early  step  of  the  synthesis  of 
cholesterol,  or  it  acts  to  form  nicotinuric 
acid^  which  depletes  glycine  which  may  be 
responsible  for  the  synthesis  impairment. 

Benzmalacene  competes  at  the  mevalonic 
acid  level  to  inhibit  the  synthesis  of  choles- 
terol. 

More  recently,  a phenyl  acetate  was  found 
to  inhibit  synthesis  at  the  squalene  level,  and 
triparanol  (MER/29)  was  found  to  block 
synthesis  at  the  desmosterol  level.  Since  des- 
mosterol  is  not  supposed  to  be  productive  of 
atherosclerosis,  and  since  bile  acids  are  more 
easily  formed  at  that  stage,  it  would  seem 
that  this  would  be  a valuable  therapeutic 
agent.  However,  in  the  dosage  of  250  mg. 
per  day,  our  results  have  been  very  poor. 
Cholesterol  reduction  was  achieved  with  a 
dosage  of  750  mg.  per  day,  but  the  reported 
side  reactions  of  alopecia,  dermatitis,  and  hep- 
atitis makes  one  hesitate  to  maintain  such  high 
dosage  levels. 

Certain  trace  metals  have  been  incrimin- 
ated in  aiding  in  the  blocking  of  the  syn- 
thesis of  cholesterol,  and  more  recently,  me- 
taUo-enzymes  have  been  shown  to  be  more 
and  more  active  in  the  production  of  energy 
in  the  body.  Vanadium  inhibits  cholesterol 

^Available  as  Nicalex.  Walker 


synthesis;  manganese  may  increase  it,  and 
chromium  may  protect  against  this.  Thus, 
occasionally  in  chelation  projects  a sharp  drop 
in  the  cholesterol  may  be  seen  in  the  early 
weeks  of  the  study. 

Thyroid  analogues  that  are  not  calorigenic 
but  which  have  a hypocholesterolemic  effect, 
acting  perhaps  through  increased  production 
of  bile  acids,  have  been  tried.  Our  experience 
with  D-thyroxin  has  not  been  too  good.  In 
an  occasional  patient,  Triopron  (Triiodo- 
thyro-propionic  acid)  has  been  very  success- 
ful for  a short  period  and  then  it  appears  to 
effect  escapes.  One  can  see  how  important 
chemical  structure  appears  to  be  in  modifying 
effects  of  the  different  thyroid  derivatives, 
and  it  may  be  that  one  will  be  developed 
which  will  have  a specific  effect  on  lipid  me- 
tabolism. 

Effects  Of  Other  Hormones 

Some  other  hormones  appear  to  have  an 
effect  on  serum  lipid  patterns.  Through  a 
specific  chemical  technique'’  where  quanti- 
tative measurement  of  serum  beta  lipropro- 
teins  were  made  in  premenopausal  and  post- 
menopausal women,  the  mean  premenopausal 
level  was  1.9  immunocrit  units,  and  the  mean 
postmenopausal  level  was  2.5.  The  marked 
increase  was  in  the  SF  12  to  20  fraction,  and 
the  actual  quantitation  of  the  low-density 
lipoproteins  was  such  that  it  was  felt  that 
there  was  a closer  association  with  athero- 
sclerosis through  measuring  these  than 
through  cholesterol  per  se.  Another  hormone, 
glucagon,  may  be  important  in  the  serum 
lipid  total  and  proportion  in  that  in  the  ab- 
sence of  glucagon,  there  is  a marked  elevation 
of  cholesterol,  neutral  fats,  and  phospholipids. 
This  returns  to  normal  within  36  to  48  hours 
after  a dose  of  glucagon  and  remains  there 
for  several  weeks. 

Another  important  facet  is  the  use  of  Hep- 
arin or  heparinoid  materials  such  as  Paritol. 
Also,  certain  coumarin  derivatives  have  been 
shown  to  increase  serum  lipids.  Heparin  is 
thought  to  activate  a lipoprotein  lipase  which 
probably  changes  the  low-density  beta  lipo- 
proteins to  high-density  from  SF  to  O to  20 
units.^  Usually  it  takes  a dose  of  25  mg.  I.  V. 
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and  a waiting  period  of  30  minutes  or  more 
to  effect  this  change.  This  change  can  be 
shown  by  utilizing  Chylomicron  counts  or  by 
Schwartz  units  in  an  optical  density  apparatus. 
Interestingly  enough,  in  two  cases  of  xantho- 
matous biliary  cirrhosis  on  which  we  did  a 
provocative  fat  test,  the  optical  density  did 
not  change,  showing  that  the  phospholipids 
could  keep  pace  with  the  cholesterol.  This 
made  us  believe  that  the  ratio  of  phospholipid 
to  cholesterol  was  a very  important  index,  the 
normal  being  1.2.  In  most  cases  of  early  coro- 
nary occlusion,  especially  in  young  individuals, 
the  ratio  has  been  less  than  1.0.  However, 
the  degree  of  clearing  appears  to  be  propor- 
tional to  the  amount  of  glycerol  released. 
Another  avenue  of  approach  is  the  use  of 
sub  lingual  heparin,  3,000  I.U.,  or  buccal  try- 
psin to  activate  lipoproteinases  and  promote  a 
shift  from  low-density  to  high-density  par- 
ticles. It  seems  hard  to  believe  that  buccal 
heparin  or  Clarin  in  the  dosage  recommended 
can  actually  affect  much  of  the  clearing,  and 
in  two  cases  in  which  it  was  tried,  it  did  not 
do  so. 

Another  method  to  lower  cholesterol  is  in 
the  selective  trapping  of  bile  acids  by  the 
exchange  resin  known  as  MK-135.  This  is 
given  in  tablespoon  doses  daily,  and  it  has 
not  been  to  effective  per  se.  However,  in  pre- 
venting rebound  or  enhancing  the  effective- 
ness of  nicotinic  acid,  it  seems  to  be  a very 
worthwhile  drug.  It  is  also  effective  in  com- 
bination with  the  thyroid  analogues. 

Neomycin  changes  the  bacterial  flora  and 
presumably  increases  bile  acid  excretion.  After 
a few  days  of  neomycin  therapy,  cholesten 
compounds  alone,  rather  than  coprosten,  are 
excreted. 

Finally,  a lipid  mobilizing  hormone  in  the 
pituitary  gland,  capable  of  producing  re- 
sponses, enhancing  free  fatty  acid  levels  in 
microgram  dosages,  has  been  postulated  and 
perhaps  even  produced.  Nor-epinephrine  in 
adipose  tissue  effects  the  release  of  free  fatty 
acids.  Elastase  of  the  pancreas  has  been  in- 
criminated; it  has  been  postulated  that  there 
is  even  a hormone  in  the  mitochondria  of  the 
liver  cells  which  inhibits  fat  transport  causing 
retention  hyperlipemia. 


Discussion 

Nicotinic  acid,  given  as  aluminum  nicotin- 
ate  (Nicalex),  in  large  doses  (3  to  4 Gm. 
daily),  has  been  found  to  be  85  per  cent  suc- 
cessful in  reducing  cholesterol  in  our  studies. 
It  is  felt  that  this  may  be  enhanced  at  least 
5 per  cent  by  the  concomitant  use  of  an  ex- 
change resin  which  traps  bile  acids.  Heparin 
by  the  intravenous  and  parenteral  route  is 
uniformly  effective,  but  not  so  by  the  buccal 
method.  Many  combinations  should  be  tried 
and  evaluated.  In  some  cases,  the  results 
with  D-thyroxin  have  been  excellent.  The 
combination  of  aluminum  nicotinate  1 Gm. 
and  D-thyroxin  2 mg.  daily  will  be  studied. 
We  will  also  evaluate  MER/29  in  combina- 
tion with  an  exchange  resin  and  also  with 
D-thyroxin.  In  most  cases,  diet  control  is 
indicated.  In  certain  cases,  estrogen  prepara- 
tions are  in  order.®  With  0.2  mg.  of  ethinyl 
estradiol  daily,  one  small  group  of  postcoro- 
nary patients,  carried  in  therapy  for  two 
years  or  more,  showed  a significant  reduction 
in  cholesterol  and  neutral  fat.  However,  this 
did  not  help  in  preventing  recurrence  of  the 
occlusion.  With  the  utilization  of  physio- 
logical principles,  a combination  should  be 
found  which  would  be  synergistic^  and  which 
would  reduce  side  effects  and  toxicity. 

Summary 

A brief  discussion  of  the  different  methods 
available  for  lowering  blood  cholesterol  has 
been  presented.  It  would  appear  that  the 
most  effective  combination  to  date  is  (1) 
diet  control  as  described,  (2)  inhibition  of  the 
synthesis  of  cholesterol  with  aluminum  nico- 
tinate (Nicalex),  and  (3)  an  attempt  to  pro- 
mote the  excretion  of  bile  acids. 
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Part  II 


Panel: 

E.  G.  Scott,  M.T.** 

Joseph  Belgrade,  M.D. 

W.  J.  Holloway,  M.D.§ 

Stuart  W.  Rose,  M.D.H 

Dr.  Greenfeld:  Thank  you,  Scotty,  for  a 
very  excellent  review,  we’ll  call  on  you  again 
later.  I’m  sure  members  of  the  group  will 
have  questions  when  we  are  finished  with  the 
formal  discussion. 

Now  that  Scotty  has  re-familiarized  us 
with  bacterial  names  and  diseases,  it  is  ap- 
propriate that  we  discuss  indications  for  cul- 
ture. When  to  call  on  the  laboratory  for  its 
help?  Practically,  how  often  and  when  should 
we  culture  a wound,  a stomach  at  gastrectomy, 
an  acute  appendix  or  gallbladder?  When 
should  we  get  a urine  culture  or  a blood  cul- 
ture? When  are  cultures  indicated  and  at 
what  frequency? 

Dr.  Belgrade:  I am  sure  that  each  physi- 
cian, according  to  the  disease  which  he  is 
treating  and  his  own  specialty,  has  his  own 
individual  criteria  for  ordering  these  cultures. 
But  broadly  speaking,  there  are  four  general 
reasons  in  hospital  practice  for  cultures. 

The  first  is  diagnosis.  There  are  particular 
disiiases  that  are  associated  only  with  par- 
ticular organisms,  and  identification  of  the  or- 
ganism establishes  the  diagnosis.  Tuberculosis 
is  a good  example;  identification  of  acid-fast 
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bacilli  by  smear  or  culture,  particularly  by 
culture,  is  generally  taken  for  establishment 
of  the  diagnosis. 

The  second  broad  indication  is  the  direction 
of  therapy.  In  surgical  infections  or  wound 
infections,  the  diagnosis  is  apparent  but  the 
direction  of  therapy  can  often  be  aided  by 
the  use  of  a culture.  I shall  return  to  this 
group. 

The  third  broad  indication  is  found  in  the 
evaluation  of  therapy.  Cultures  frequently 
help  the  physician  evaluate  the  patient’s  re- 
sponse to  therapy.  A specific  example  of  this 
is,  once  again,  tuberculosis.  A series  of  nega- 
tive cultures  is  usually  accepted  as  indicat- 
ing a quiescent  stage  of  the  disease. 

The  last  general  indication  for  culture  is 
that  cultures  are  an  aid  in  the  control  of  the 
spread  of  infection.  They  help  to  tell  us 
when  a patient  must  be  isolated  and  when 
isolation  may  be  discontinued.  Once  again, 
the  culture  is  only  an  aid,  and  frequently  the 
decision  to  isolate  will  be  made  on  clinical 
grounds,  since  it  v/ould  be  dangerous  to  await 
the  results  of  a culture. 

Let  us  return  to  the  second  group,  the  direc- 
tion of  therapy.  Cultures  are  of  great  value 
in  the  choice  of  antibiotics.  Once  an  organism 
has  been  identified,  one  can  frequently  choose 
an  antibiotic  empirically.  An  example  is  the 
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choice  of  penicillin  for  the  streptococcus  or 
gonococcus.  This  has  been  learned  through 
experience  and  is  a statistical  approach  to 
the  frequency  of  sensitivity  of  an  organism 
to  a particular  antibiotic. 

More  refined  information  is  available  when 
the  sensitivity  studies  have  been  completed. 
By  and  large,  we  choose  antibiotics  according 
to  the  results  of  the  sensitivity  studies  even 
though  we  know  that  in  vitro  studies  do  not 
always  apply  in  the  treatment  of  infection. 
Because  of  this,  the  physician  will  occasion- 
ally choose  an  antibiotic  other  than  the  one 
indicated  by  the  sensitivity  studies.  In  these 
cases,  it  is  assumed  that  statistical  evidence 
is  more  reliable  than  in  vitro  studies. 

Although  I was  asked  to  speak  on  cultures, 
it  should  be  mentioned  that  the  smear  is  also 
a valuable  tool.  It  takes  24  to  72  hours  to 
obtain  information  from  a culture.  The  re- 
sult of  a smear  is  available  within  a few 
minutes.  Treatment  can  be  started  at  once; 
later  therapy  can  be  adjusted,  if  necessary, 
according  to  sensitivity  studies. 

Cultures 

Cultures  are  taken  to  establish  a diagnosis. 
They  should  be  taken  before  antibiotic  treat- 
ment is  begim  and  they  should  be  repeated  at 
intervals  of  3-5  days  depending  upon  the 
nature  of  the  infection  and  its  severity  so  as 
to  adjust  the  therapy  as  treatment  progresses 
and  to  evaluate  the  effectiveness  of  the  treat- 
ment. 

One  further  possibility  should  be  mentioned. 
The  physician  may  take  a culture  for  future 
reference  in  instances  where  he  plans  not  to 
use  antibiotics.  For  instance,  following  re- 
moval of  a diseased  appendix,  it  is  frequently 
prudent  to  take  a culture  of  the  peritoneal 
fluid  even  though  no  antibiotic  therapy  is 
contemplated.  This  culture  may  be  of  value 
two  to  three  days  later.  At  that  time,  the 
peritoneal  fluid  may  not  be  available  for  cul- 
ture. 

Dr.  Greenfeld:  The  next  member  of  the 
panel  is  Dr.  HoUoway  who  will  discuss  the 
indications  for  chemotherapy  in  surgical  in- 
fections and  those  infections  associated  with 


surgery.  As  you  all  know.  Bill  is  a medical 
man  and  it  might  on  the  surface  appear  in- 
appropriate to  have  him  discuss  surgical  in- 
fections and  chemotherapy.  However,  Bill’s 
interest  and  activity  in  the  bacterial  and  anti- 
microbial field  are  well  known  to  aU  of  you. 
In  addition,  we  felt  that  his  inclusion  in  a 
surgical  conference  would  act  both  as  a check 
and  balance  and  provide  an  opportunity  for 
ideas  from  one  specialty  to  be  shared  with 
another. 

Dr.  Holloway:  Those  of  us  who  are  in- 
terested in  infections  and  see  a number  of 
infections  in  the  hospital  are  impressed  that 
the  most  frequent  mistake  that  is  made  in 
antibiotic  therapy  is  the  too  hasty  use  of 
antibiotics  in  patients  with  fever  of  unde- 
termined origin.  Frequently  the  first  thing 
we  do  is  discontinue  the  antibiotic  and  often 
this  is  all  that  is  required  to  end  the  fever. 
We  have  made  attempts,  at  the  Delaware 
Hospital,  by  reviewing  charts  to  get  some 
idea  of  what  the  incidence  of  fever  from  anti- 
biotics alone  is — I’m  sure  it  is  quite  high. 
We  have  a number  of  examples  of  fever  due 
to  penicillin,  streptomycin  and  tetracycline, 
which,  according  to  the  literature,  are  the 
three  antibiotics  most  frequently  implicated. 
The  surgeons  as  well  as  medical  men  are 
guilty  of  giving  antibiotics  too  soon.  Of  course, 
in  patients  who  are  severely  ill,  at  which 
time  it  may  well  be  a life-saving  procedure, 
we  have  no  argument  with  administering  anti- 
biotics without  waiting  until  it  is  ascertained 
definitely  whether  or  not  there  is  an  infection 
present. 

In  staphylococcal  infections  of  skin  and 
wound,  I feel  as  Dr.  Wise  and  Dr.  Woodward 
both  do,  that  the  use  of  systemic  antibiotics 
in  soft  tissue  staphylococcus  infections  is  prac- 
tically unnecessary,  or  very  seldom  necessary. 
This  is  the  reason  for  all  the  good  results 
reported  with  triacetyloleanodmycin  in  soft 
tissue  infections  due  to  staphylococcus,  olean- 
domycin being  a very  poor  antistaphylococcal 
antibiotic.  Obviously,  surgical  drainage  is 
the  major  requirement  in  the  treatment  of 
soft  tissue  staphylococcal  infections.  Occas- 
ionally when  patients  are  quite  toxic  and  be- 
fore surgical  drainage  can  be  carried  out,  we 
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can’t  argue  with  the  use  of  antibiotics,  but 
we  all  tend  to  abuse  this  and  overuse  anti- 
biotics. At  a symposium  on  this  subject  in 
Harrisburg,  Dr.  Woodward  was  asked,  “What 
antibiotic  is  used  for  soft  tissue  staphylococcal 
infection?”  And  he  said,  “Ammoniated  mer- 
cury 5%,”  which  ended  the  discussion  of  anti- 
biotics in  soft  tissue  infection. 

Penicillin 

In  moderately  severe  staphylococcal  infec- 
tion due  to  a penicillin  sensitive  organism, 
penicUlin  is  the  drug  of  choice.  The  new 
synthetic  antistaphylococcal  penicillin  is  not 
affected  by  the  penicillinase  produced  by  the 
staphylococcus,  but  is,  affected  by  the  peni- 
cillinase produced  by  E.  coli  and  other  or- 
ganisms. This  new  penicillin  has  not  been 
used  enough  in  clinical  infections  and  surgical 
infections  for  its  place  to  be  well  established. 
It  is  not  as  effective  as  penicillin  G and  peni- 
cillin V against  beta  streptococcus  and  pneu- 
mococcus infections.'^  Chloramphenical  is  the 
most  popular  antistaphylococcal  agent  used 
in  the  Delaware  Hospital  at  the  present  time. 
Finland'^  and  his  group  believe  that  chloram- 
phenicol (by  weight)  in  comparison  with  other 
antibiotics  is  not  as  effective  against  staphy- 
lococcus as  tetracycline  and  erythromycin, 
and  suggests  that  it  be  used  in  combination 
with  these  other  antibiotics.  It  is  true  that 
the  incidence  of  resistance  to  tetracycline  is 
higher,  but  tetracycline  is  generally  more  ef- 
fective when  the  organism  is  sensitive.  There 
is  a new  intravenous  preparation  of  tetra- 
cycline,'^ which  is  reported  to  be  more  soluble 
and  better  than  the  intravenous  preparation 
of  tetracycline  that  we  are  using  here  at  the 
present  tme,  although  I think  this  difference 
is  not  striking.  Tetracycline  or  chlorampheni- 
col should  certainly  be  used  intravenously,  as 
should  erythromycin  in  the  treatment  of  these 
patients  early  in  the  course  of  therapy;  sub- 
sequently oral  doses  may  be  used.  We  recently 
talked  with  Dr.  McCrumb  who  has  done  con- 
siderable work  with  chloramphenicol;  he  be- 
lieves that  the  daily  doses  of  chloramphenicol 
should  be  3 gm.  by  mouth  and  not  2 gm.,  as 
recommended  on  most  of  the  brochures  for 
chloramphenicol.  The  3 gm.  oral  dose  of 
chloramphenicol  gives  excellent  blood  levels. 


Patients  with  more  severe  staphylococcus 
infections  certainly  should  have  kanamycin, 
ristocetin  or  vancomycin — one  of  the  bacterio- 
cidal antistaphylococcal  agents.  The  choice 
of  these  three  is  being  debated  in  the  litera- 
ture. It  is  a choice  between  vancomycin  and 
kanamycin — they  both  have  the  same  toxic 
side-effects  of  damaging  the  8th  nerve  and, 
less  often,  the  kidney.  Kanamycin  has  one 
advantage  in  severe  infections;  its  main  indi- 
cation is  in  cases  of  unknown  peritonitis  or  un- 
known septicemia  or  unknown  infections  of 
severe  life-threatening  type  in  which  one  is 
not  certain  whether  one  is  dealing  with  a 
staphylococcus  or  a gram-negative  rod.  It 
may  be  used  until  the  results  of  the  culture 
are  known.  If  culture  reveales  a staphylo- 
coccus you  may  change  to  vancomycin  or  if 
a gram-negative  rod,  to  tetracycline  and  strep- 
tomycin. 

A word  about  furaltadone  which  is  an  over- 
advertised and  understudied  drug  made  by 
Eaton  Laboratories.  There  have  been  a num- 
ber of  serious  side  effects  from  this  drug.  It 
has  been  found  that  you  can’t  have  a few 
martinis  before  dinner  and  take  furaltadone 
because  it  has  the  same  effect  as  the  anti- 
alcoholic  drugs. Also  there  is  a bizarre  neuro- 
logical syndrome'^  associated  with  the  use 
of  furaltadone.  It  should  be  restricted  to 
situations  in  which  this  is  the  only  effective 
drug. 

Enterococcus  responds  very  well  to  a com- 
bination of  penicillin  and  streptomycin.  Ery- 
thromycin and  novobiocin  are  also  effective 
against  enterococcus.  I’ll  remind  you  that 
erythromycin  has  very  few  side  effects,  except 
diarrhea.  Novobiocin  has  an  unfortunate 
rash  which  occurs  in  10-15%  of  the  patients 
and  is  very  disturbing — itches  considerably 
and  upsets  the  family;  also  the  question  of 
liver  toxicity  with  novobiocin  has  never  been 
settled.  The  beta  hemolytic  streptococcus 
continues  to  respond  very  well  to  penicillin 
and  in  cases  of  penicillin  allergy,  erythromycin 
is  an  effective  second-choice  drug.  As  far 
as  gram-negative  rods  are  concerned,  I want 
to  very  briefly  mention,  with  regards  to  peri- 
tonitis, urinary  tract  infections  and  blood 
stream  infections,  that  there  is  some  adver- 


March,  1962 


77 


Delaware  Medical  Journal 


tisement  recently  about  the  preference  for 
certain  types  of  tetracycline  in  the  treatment 
of  gram-negative  rod  infections.  I don't 
think  this  has  too  much  clinical  significance. 
Oxytetracycline  is  a little  more  effective  in 
vitro  against  pseudomonas  than  tetracycline, 
and  chlortetracycline  is  said  to  be  more  ef- 
fective in  urinary  tract  infections  than  the 
other  tetracyclines,  but  I think  this  is  pri- 
marily an  advertising  gimmick  and  not  worthy 
of  too  much  consideration.  Demethylchlor- 
tetracycline  (Declomycin)  will  probably  be- 
come the  prototype  of  tetracycline  because  it 
is  more  effective  weight  per  weight.  There  has 
been  a slight  increase  in  photosensitivity  by 
dimethylchlortetracycline^®  when  compared  to 
the  other  tetracyclines,  but  when  treating 
hospitalized  patients  with  severe  infections 
this  is  not  too  important.  We  still  feel  that 
the  patients  with  severe  gram-negative  rod 
infections  of  an  unknown  type  are  best  treated 
with  a combination  of  tetracycline  and  strep- 
tomycin until  it  is  ascertained  what  the 
infecting  organism  is,  and  then  frequently 
they  are  still  best  treated  with  this  combin- 
ation, even  if  the  infecting  organism  is  resist- 
ent  to  one  or  the  other  of  these  agents.  This 
is  based  primarily  on  work  done  at  the  Mayo 
Clinic^^  and  has  been  used  by  us  now  in  the 
treatment  of  a good  number  of  gram-negative 
rod  infections.  Kanamycin  is  effective  against 
E.  coli  infections;  except  for  the  severe  8th 
nerve  toxicity  is  a good  drug.  Polymyxin  is 
still  the  best  drug  against  pseudomonas;  if 
not  used  in  excess  of  2-4  mgm/kilo  /day  for 
a week  to  10  days  the  incidence  of  toxicity 
is  really  quite  low.  The  same  is  true  of  neo- 
mycin, which  is  effective  against  all  these 
gram-negative  organisms.  In  the  range  of 
400  mgm  day  of  neomycin,  the  toxicity  is 
very  low;  it  is  a very  effective  drug.  Coli- 
mycin  has  recently  been  proposed  for  the 
treatment  of  pseudomonas  infections.  The 
urinary  tract  infections,  in  addition  to  being 
controlled  by  these  other  drugs,  also  respond 
to  mitrofurantoin  and  sulfonamides.  Many 
of  the  patients  who  are  acutely  ill  with  surgical 
infections,  shock  and  urinary  tract  obstruc- 
tion are  also  uremic.  If  streptomycin  and 
kanamycin  and  other  ototoxic  agents  are  used, 
extreme  caution  and  very  low  doses  are  neces- 


sary. There  has  been  recent  interesting  work 
on  this  by  Dr.  Finland^'’  and  others  which  has 
been  reported  in  the  New  England  Journal. 

Chemotherapy 

Dr.  Greenfeld;  Dr.  Rose,  would  you  please 
discuss  the  use  and  abuse  of  chemotherapy 
in  the  prophylaxis  of  surgical  infections? 

Dr.  Rose:  I would  like  to  think  that  most 
of  us  are  pretty  well  squared  away  on  this 
facet  of  antimicrobial  therapy  and  use,  namely 
the  use  and  abuse  of  prophylaxis,  and  I pro- 
pose possibly  to  take  up  2 minutes.  I was 
interested  in  the  figure  that  Scotty  gave 
about  our  approximate  incidence  of  wound 
infection  here.  Frequently,  Taylor  CasweU^^ 
and  his  group  are  quoted  because  of  the  fairly 
extensive  work  that  they  have  done  in  Phila- 
delphia. If  you  recall,  in  S.  G.  and  O.  in  May 
of  ’60  they  updated  their  original  1956  study 
with  another  3 year  period  where  they  were 
averaging  10,000  operations  per  year,  and 
speaking  of  “clean”  surgical  procedures,  their 
1957  incidence  of  staphylococcal  infection 
was  0.55  and  their  1958  incidence  again  of 
staphylococcal  infection  was  only  0.59.  Ob- 
viously the  breakdown  as  far  as  any  prophy- 
lactic use  is  the  systemic  or  the  local,  meaning 
peritoneum,  pleurae  and  possibly  massive  soft 
tissue  wounds,  and  then  perhaps  as  a separate 
entity  for  consideration  the  whole  subject  of 
bowel  perforation.  Very  briefly,  I would  think 
that  the  systemic,  prophylactic  use  we  all  now 
understand  is  not  indicated.  There  may  be 
some  tremendously  isolated  instances  where 
someone  might  feel  justified,  but  I think  it  is 
fair  enough  to  give  it  short  shrift  and  say  as 
of  now  that  we  are  not  using  antimicrobials 
prophylactically.  You  don’t  treat  an  infec- 
tion that  isn’t  there. 

As  far  as  the  local  tissue  use  and  cavity 
use,  I have  been  surprised  to  find  that  there 
are  people  who  advocate  and  practice  this. 
I have  been  surprised  probably  in  my  ignor- 
ance because  it  does  not  appeal  to  my  ra- 
tionale as  of  now.  In  the  most  recent  American 
College  of  Surgeons  meeting  in  San  Francisco 
there  were  several  nationally  known  men  who 
advocated  its  use.  I had  the  distinct  im- 
pression that  they  represented  a fairly  minis- 
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cule  minority  of  the  surgical  population  at 
large.  That  was  aided  in  several  instances 
by  showing  of  hands  from  large  audiences  as 
to  how  many  actually  used  these  antimicrobial 
preparations  in  the  peritoneal  cavity,  pleural 
cavity  and  massive  soft  tissue  injuries.  Pu- 
laski has  called  this  discriminate  antibiotic 
prophylaxis,  and  he  obviously  is  for  it,  par- 
ticularly where  there  has  been  a direct  or 
presumed  considerable  contamination  in  the 
course  of  the  surgery,  and  thinking  specifically 
of  both  large  and  small  bowel  procedures  and 
contamination,  where  recommendations  have 
been  for  varying  amounts  of  a million  units 
of  penicillin,  a gram  of  streptomycin,  in  60 
cc.  of  some  type  of  liquid,  to  be  left  in  the 
peritoneal  or  pleural  cavities  or  again  in  the 
soft  tissue  injuries.  I think  everyone  has  to 
solve  their  own  problems  on  that.  I still 
feel  that  the  concensus  now  is  against  this 
use.  As  far  as  bowel  preparation  goes,  and 
Scotty  mentioned  this  earlier,  it  has  been 
established  that  the  pathogens  can  be  virtu- 
ally neutralized  in  the  bowel  by  whatever  your 
favorite  combination  or  single  agent  may  be. 
Again,  the  attention  to  the  mechanical 
cleansing  is  terribly  important.  It  doesn’t 
come  really  in  the  prophylactic  use  of  these 
agents  and  I won’t  go  into  it,  although  I have 
some  fairly  firm  thoughts  on  it.  I think  it  is 
legitimate  and  indicated  to  use  the  antimi- 
crobials in  preparation  for  large  bowel  surgery, 
and  this  in  a very  true  sense  of  prophylaxis. 

Discussion 

Dr.  Greenfeld:  We  would  now  like  to 
have  discussion  from  the  floor. 

Mr.  Scott:  May  I ask  Dr.  Rose  what  the 
feeling  is  of  our  surgical  group  here  on  the 
preparation  of  the  large  bowel  with  antimi- 
crobial agents? 

Dr.  Rose:  My  impression,  and  the  audience 
can  help  me  out  on  this,  is  that  the  majority 
are  using  them.  There  are  two  or  three  men 
who  use  one  of  the  sulfonamide  preparations, 
and  the  rest  use  mainly  neomycin  with  or 
without  any  of  the  tetracycline  groups,  and 
occasionally  nystatin  thrown  in  for  good 
measure. 

Mr.  Scott:  Spaulding’s  bacteriological  re- 


sults indicate  that  with  the  agents  that  you 
have  mentioned  they  can  get  near  sterility 
as  far  as  actual  number  of  bacteria/gram  of 
content  is  concerned.  They  can  only  main- 
tain that  for  about  12-24  hours. 

Dr.  Greenfeld:  I deliberately  put  the 
word  prophylaxis  into  the  protocol  because  I 
thought  it  would  be  provocative  and  would 
stimulate  discussion,  in  the  sense  of  just  what 
do  we  mean  by  prophylaxis.  When  Dr.  Wood- 
ward was  here  just  a while  back  he  stated 
that  with  endotracheal  anesthesia  “prophylac- 
tic” use  of  antibiotics  was  indicated.  In 
other  words,  this  was  no  longer  prophylaxis  in 
the  sense  of  there  not  being  a medium,  there 
not  being  the  presence  of  potentially  or  actu- 
ally invasive  bacteria.  Would  Dr.  O’Brien 
speak  on  this? 

Dr.  O’Brien  : The  endotracheal  tube  in 
itself  is  not  a cause  tor  concern  if  you  have 
a patient  who  has  a good  airway  postopera- 
tively  and  who  will  be  coughing  effectively.  I 
feel  that  only  when  the  trachea  or  bronchi 
are  invaded  or  divided,  where  you  have  trau- 
matized tissue,  could  you  easily  grow  bacteria. 
I use  prophylactic  antibiotics  just  for  that 
reason. 

Dr.  Belgrade:  As  far  as  prophylactic  use 
of  antibiotics  is  concerned,  I have  said  on 
several  occasions  that  we  all  believe  prophy- 
lactic antibiotics  by  and  large  should  not  be 
used,  except  in  special  cases,  those  cases  being 
our  own.  I think  most  people  make  excep- 
tions on  their  cases  and  they  don’t  believe  in 
it  as  a principle  of  practice,  but  I think  it  is 
widely  employed  here  today  in  this  hospital. 

Dr.  Glassman:  Individual  various  special- 
ties have  voiced  the  opinion  that  prophylactic 
antibiotics  should  be  available  to  that  par- 
ticular specialty.  One  often  hears  the  sub- 
specialist in  a surgical  discussion  say  that  the 
surgery  that  he  does  is  more  treacherous  than 
any  other  form  of  surgery  and  consequently 
his  patients  require  the  benefits  of  prophy- 
lactic antibiotics.  For  a while  each  of  the 
sub-specialty  groups  poured  penicillin  and 
streptomycin  into  every  cavity  of  the  body 
and  into  every  available  vein.  Dr.  Holloway 
and  Mr.  Scott  eventually  convinced  each  group 
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individually  that  its  supply  of  patients  was 
no  more  prone  to  infection  than  any  other 
group  of  patients  and  I believe  that  at  this 
time  every  one  of  the  sub-specialty  groups 
has  stopped  using  prophylactic  antibiotics.  I 
think  they  were  all  delighted  to  find  that  their 
incidence  of  infection  is  no  greater  now  than 
it  was  during  the  use  of  prophylactic  antibio- 
tics. 

Fortunately  in  most  instances,  the  major 
cavities  of  the  body  are  well  able  to  handle 
single  insults  of  contamination,  providing  the 
feeding  focus  of  contamination  does  not  per- 
sist. I think  we  must  distinguish  between 
prophylactic  antibiotics  for  infection  and  pro- 
phylactic antibiotics  for  contamination.  The 
bacteria  which  are  originally  inserted  or  in- 
oculated into  a wound  merely  contaminate  it. 
Several  hours  of  the  growth  cycle  of  the  or- 
ganism must  occur  before  reproduction  and 
infection  of  the  wound  occurs.  When  infec- 
tion of  the  wound  occurs  and  pus  is  formed, 
surgical  therapy  is  usually  the  answer  to  the 
problem.  Antibiotics  at  this  point  are 
usually  of  no  avail. 

There  are  surgeons  in  this  country  who 
have  advocated  in  recent  months  the  aban- 
donment of  preoperative  bowel  preparation 
with  antibiotics.  It  is  their  opinion  that 
mechanical  cleansing  of  the  bowel  and  proper 
operative  technique  is  all  that  is  required  for 
efficient  bowel  surgery.-2.23 

Dr.  Holloway:  This  is  true  in  a ward  situ- 
ation, particularly,  I think.  The  more  pro- 
phylactic antibiotics  are  used,  the  higher  the 
risk  of  development  of  pseudomonas  and  re- 
sistant staph,  and  this  is  party  what  happened 
to  one  group  of  surgical  specialists.  The  wound 
infections  they  were  getting  post-operatively 
were  pseudomonas  and  resistant  staph.  Since 
the  termination  of  the  use  of  prophylactic 
antibiotics,  they  have  not  had  this  difficulty. 

Dr.  Rose:  I am  glad  to  report  that  I checked 
last  week  in  the  Emergency  Room  of  the 
Delaware  Hospital.  The  use  of  penicillin  was 
limited  almost  totally  to  pneumonitis  and 
upper  respiratory  infections  where  it  was  in- 
dicated. 


Question:  Does  the  irradiation  with  ultra- 
violet light  in  the  operating  room  decrease 
the  incidence  of  infection? 

Mr.  Scott:  I talked  with  Dr.  Spaulding; 
he  was  not  particularly  impressed  with  the 
article  in  the  J.A.M.A.  Dr.  Spaulding  felt 
that  the  conclusions  were  not  warranted  from 
the  studies  which  were  done  at  the  time. 
Certainly,  the  various  staphylococcal  com- 
mittees that  have  met  and  discussed  this 
problem  are  still  on  the  fence  as  to  irradiation 
of  operating  room  air. 

Convalescent  Serum 

Dr.  O’Brien:  I’d  like  to  ask  Bill  Holloway 
a question.  Do  you  have  any  news  on  con- 
valescent seiTim  and  the  incidence  of  reinfec- 
tion of  a person  who  has  recovered  from  a 
staphylococcal  septicemia? 

Dr.  Holloway:  There  has  been  renewed 
interest  in  the  subject  of  staphylococcal  vac- 
cine. Recent  reports  indicate  that  it  is  more 
effective  than  we  felt  that  it  had  been.  Myron 
Fisher  who  is  an  outstanding  man  in  the 
staphylococcal  field  and  is  with  Parke-Davis 
Company,  feels  that  there  are  certain  strains 
of  staphylococcus  which  are  very  antigenic. 
There  is  however,  a strain  which  does  not 
produce  a good  antibody  response;  with  these 
there  is  a tendency  for  reinfection.  However, 
Myron  Fisher  has  developed  a strain  which 
apparently  is  not  in  itself  a very  virulent  type 
but  which  produces  a marked  antibody  re- 
sponse. It  may  be  used  in  situations  where 
reinfection  is  due  to  a low  antibody  producing 
strain.  Another  consideration  is  gamma  globu- 
lin and  chloramphenicol.  This  may  be  the 
beginning  of  a new  approach  in  the  treatment 
of  recurrent  staph  infections  due  to  low  titer. 
Myron  Fisher’s  work  and  the  work  done  by 
the  Canadian  group,  which  reported  better 
results  with  staph  vaccine,  may  mean  that 
vaccine  will  have  a real  place  in  the  treatment 
of  staph  infections.  The  current  staph  vac- 
cine is  disappointing  except  in  individual 
cases. 

Question:  Does  anyone  use  dihydrostrep- 
tomycin? 

Answer  from  the  Panel:  It  is  the  general 
opinion  that  it  should  never  be  used. 
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Question:  Why  isn’t  there  a greater  dis- 
tinction made  between  bacteriostatic  and  bac- 
teriocidal drugs? 

Dr.  Holloway:  All  antibiotics  are  bac- 
teriocidal at  one  level  and  bacteriostatic  at 
another  level.  When  we  do  our  minimal  in- 
hibitory concentrations  for  a drug  against 
an  organism,  we  usually  ascertain  the  bac- 
teriostatic and  bacteriocidal  levels.  That  is 
the  trouble  with  some  of  the  advertising  of 
antibiotics.  They  will  advertise  a bacterio- 
cidal antibiotic,  without  specifying  at  what 
blood  level,  and  with  what  toxicity.  Except 
for  penicillin,  the  bacteriocidal  drugs  (in  low 
concentration)  are  usually  the  more  toxic 
ones.  Kanamycin,  neomycin,  streptomycin, 
are  all  bacteriocidal  and  all  toxic  to  a certain 
extent. 

Dr.  Greenfeld:  I’d  like  to  ask  a question 
of  the  urologists.  What  is  your  opinion  of 
the  use  of  prophylactic  antibiotics  in  the 
presence  of  an  indwelling  urethral  catheter? 

Dr.  Furlong:  It  doesn’t  make  any  differ- 
ence. Based  on  early  information  from  our 
catheter  study  in  progress  at  the  Delaware, 
I doubt  that  antibiotics  prevent  infection  in 
that  situation. 

Dr.  Holloway:  The  catheter  study  of  Dr. 
Furlong’s  will  help  along  this  line.  I agree  with 


Jack  that  it  probably  will  show  that  it  does 
not  make  any  difference  whether  you  use 
antibiotics  or  not. 


Dr.  Greenfeld:  Thank  you.  Dr.  Holloway 
and  Mr.  Scott  for  your  participation  and  en- 
thusiasm in  our  surgical  discussion.  Perhaps 
there  is  more  room  for  this  give-and-take  of 
ideas  between  what  is  fast  becoming  the  com- 
partmental  attitudes  of  the  various  specialities 
of  medicine.  My  thanks  also  to  Drs.  Rose 
and  Belgrade  for  your  valuable  participation 
on  the  panel  and  to  the  members  of  the  audi- 
ence for  your  depth  of  interest. 
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CLINICAL  NOTICES  AND  MEETINGS 

The  Maryland  and  District  of  Columbia  Academies  of  General  Practice  will 
sponsor  a two-day  scientific  session  at  the  Sheraton  Park  Hotel,  Washington, 
D.C.,  May  5-6.  All  practicing  physicians,  hospital  residents  and  internes  are 
invited — no  registration  fee  is  required.  All  AAGP  members  will  receive 
Category  I credit  for  hours  spent  in  attendance. 

/ A 

An  open  invitation  to  members  of  the  Medical  Society  of  Delaware  is  being 
issued  by  the  Medical  Society  of  New  Jersey  for  its  196th  Annual  Meeting  to 
be  held  at  Haddon  Hall,  Atlantic  City,  May  12-16.  There  is  no  registration  fee. 

The  Temple  University  Medical  Alumni  Homecoming,  April  27-28,  will 
feature  the  theme  “The  Office  Practice  of  Medicine.”  The  program  Committee 
has  applied  for  American  Academy  of  General  Practice  credit. 
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SEQUELAE  OF  CLOSED  HAND  INJURIES 


* Appreciation  of  the  mechanics  of  a closed  hand 
injury  may  make  it  possible  to  avoid  the  annoying 
sequelae  of  this,  the  most  common  of  all  types 
of  hand  trauma. 


James  T.  Metzger,  M.D. 


As  the  primary  and  only  visually  observed 
and  visually  used  prehensile  endorgan  of  the 
human  endoskeleton,  the  hand  is  subject  to 
closed  injuries  in  tremendous  numbers.  Al- 
though dramatic  as  the  laceration-crush-avul- 
sion wound  is,  and  as  surprising  as  its  recon- 
struction possibilities  are,  the  closed  injury, 
by  the  very  fact  of  being  closed,  is  often 
misdiagnosed  and  therefore  frequently  poorly 
repaired. 

This  may  lead  then  to  high  permanency, 
irritating  disability  and  a divorced  and  de- 
pendent hand. 

Causation  in  these  unhappinesses  follows 
a blow,  strain,  wrench,  or  any  external  force, 
which,  although  failing  to  break  the  skin, 
may  seriously  damage  internal  structures.  As 
is  well  known,  the  first  law  of  the  extremity 
is  that  distal  activity  depends  on  proximal 
normalcy.  Therefore,  the  fingers  cannot  act 
if  the  body  of  the  hand  cannot  function,  the 
hand  cannot  be  effective  if  the  wrist  fails  to 
act,  the  wrist  is  useless  without  the  elbow, 
and  the  entire  extremity  is  helpless  if  the 
shoulder  is  fixed.  If  we  assume  that  the 
shoulder,  elbow  and  wrist  are  normal,  function 
of  the  hand  itself  depends  on  an  accurate 
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blending  of  five  more  or  less  separate  units, 
which  are  of  descending  importance:  (1)  skin, 
(2)  bones  and  joints,  (3)  nerves,  (4)  muscles 
and  tendons,  and  (5)  sophisticated  structures, 
such  as  fingernails,  fingerprints  and  even  hair. 
It  is  also  well  accepted  that  the  three  basic 
movements  of  the  hand  unit  are  opposition, 
prehension  and  rotation. 

The  hand  is  fixed  to  the  forearm  through 
the  wrist  joint,  which  is  completely  universal. 
The  five  bony  digits  form  two  arches,  longi- 
tudinal and  horizontal,  and,  by  an  interplay 
of  these  have  an  amazing  range  of  mobility  in 
changing  from  the  open  hand  to  closed  posi- 
tion. The  small  joints,  which  hold  the  fingers 
together,  have  an  excursion  of  approximately 
ninety  degrees  except  for  the  distal  inter- 
phalangeal  joint,  which  is  limited  to  approxi- 
mately forty-five  degrees.  Failure  of  any  one 
of  these  to  renders  any  portion  of  the  finger 
beyond  proportionately  functionless. 

In  surveying  possible  damage  following  a 
closed  injury,  x-ray  examination  may  readily 
reveal  a fracture,  however,  dislocations  of  the 
articulating  mechanisms  are  less  readily  recog- 
nizable. 

The  wrist,  being  made  up  of  two  parallel 
bony  arches,  is  the  most  complicated  in  regard 
to  diagnosis,  and  dislocation  by  a closed  injury 
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at  the  wrist  is  easily  overlooked.  Since  this 
joint  forms  the  keystone  to  the  total  endorgan, 
if  misdiagnosed,  dislocations  here  lend  dis- 
abling late  changes  in  the  hand  itself. 

Fractures  of  the  metacarpal  phalangeal 
arch  are  readily  seen  but  the  impact  of  their 
distortion  may  not  be  fully  realized.  The 
“boxer’s”  fracture  at  the  head  of  the  meta- 
carpal is  commonly  treated  by  closed  reduc- 
tion with  a less  than  accurate  re-establishment 
of  either  the  horizontal  or  longitudinal  arch, 
resulting  in  serious  compromise  of  the  finger 
distal  to  the  fracture.  Finger  fractures  like- 
wise take  their  place  in  the  closed  injury  and, 
if  in  the  midshaft,  are  readily  reduced.  Dif- 
ficulties involve  those  which  penetrate  the 
joints  of  the  fingers,  and  thereby  injure  the 
ligamentous  structures. 

In  addition  to  fractures  and  dislocations, 
closed  injuries  may  seriously  damage  the  in- 
ternal soft  tissues: — muscles,  nerves  and  liga- 
ments. 


The  hand  itself  does  not  tolerate  bleeding 
well,  and  this  is  a frequent  adjunct  to  the 
closed  injury.  Its  sequel  involves  fibrosis  and 
scarring  of  nerves  to  some  extent  but  more 
importantly  the  internal  muscles  and  liga- 
mentous construction. 

Because  the  long  flexors  act  as  efficiently  as 
finger  adductors  as  do  the  volar  interossei,  the 
dorsal  interossei,  although  injured  no  less, 
ascend  in  disturbance  of  balance.  Fibrosis  of 
the  lumbrical  muscles,  although  still  impor- 
tant, ranks  somewhat  less. 

The  closed  injury  is  clinically  followed  by 
pain  and  edema,  and  which  may  be  ineffec- 
tively treated  by  incorrect  splinting,  elevation, 
cooling  and  even  with  the  usual  enzymes. 

In  visualizing  this  sequence,  it  is  obvious 
that  the  hand,  being  made  up  of  a number  of 
small  bones,  will  have  derangement  of  its  im- 
portant ligamentous  structures  and  joint  cap- 
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sules  by  swelling  and  fibrosis,  and  it  is  im- 
portant to  remember  that  these,  as  well  as 
the  long  tendons  themselves,  are  made  up  of 
a specialized  anatomic  material,  which,  when 
damaged,  heal  in  a ready  fashion.  Unfortun- 
ately, the  healing  is  so  rapid  that  ligamentous 
callous  or  “gap  formation”  is  created  by  the 
injury.  By  such,  in  effect,  the  ligamentous 
structures  are  lengthened  and  rendered  less 
effective  in  their  job  of  holding  the  small 
bones  together.  This  can  lead  to  tremendous 
disability,  with  derangement  of  the  architec- 
ture and  loss  of  mechanical  advantage,  which 
normal  cohesion  ordinarily  gives  to  the  fingers. 

In  order  to  prevent  the  formation  of  liga- 
mentous callous  or  “gap,”  the  injured  liga- 
ments must  be  restored  as  nearly  as  possible 
to  their  normal  position  and  carefuUy  im- 
mobilized against  stretching  during  the  time 
that  healing  takes  place.  When  ligamentous 
lengthening  and  the  resultant  disturbance  of 
the  architecture  are  seen  as  a late  phenome- 
non, it  then  becomes  necessary  to  re-explore 
and  repair,  if  possible,  these  ligaments  and  to 
restore  balance  to  the  hand  and  position  it 
properly  until  correct  healing  takes  place. 

In  studying  the  repair  of  hand  injuries,  it 
becomes  apparent  that  quiet  rest  and  proper 
immobilization  are  essential.  For  bones,  this 
requires  an  empiric  immobilization  time  of  six 
weeks;  for  ligamentous  injuries,  approximately 
three. 

And  so,  therefore,  another  paradox  in  wound 
healing  of  the  hand  is  realized.  Immobilization 
is  essential  for  proper  healing,  and  yet  lengthy 
immobilization  are  essential.  For  bones,  this 
fixation  of  the  supple  parts  of  the  hand.  It 
is  also  unfortunate  that  by  and  large  success 
in  reconstruction  of  the  hand  is  in  direct  ratio 
to  the  age  of  the  patient.  Under  the  age  of 
forty-five,  only  the  inherent  difficulties  of  the 
reconstructive  procedure  present  themselves 
but,  beyond  that  age,  there  is,  in  addition, 
the  factor  of  early  degeneration  of  structures 
and  resultant  retardation  of  healing. 

In  most  other  operative  procedures,  once 
wound  healing  has  been  completed,  the  suc- 
cess of  the  procedure  is  realized  and  a return 
to  health  and  well  being  is  quickly  established. 
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Not  so  with  closed  injuries  to  the  hand.  Fol- 
lowing completion  of  operative  or  non-opera- 
tive therapies,  a lengthy  period  of  physical 
and  occupational  therapy  may  be  necessary 
to  restore  function.  For  this  reason,  perman- 
ent disability  ratings  are  usually  deferred  for 
a considerable  and  variable  length  of  time, 
often  a year  or  even  longer.  During  this  time, 
partial  employment  may  be  possible,  but  a 
careful  watch  on  the  healing  process  must  be 
kept.  Physical  and  occupational  therapy,  in 
which  the  patient  is  instructed  in  the  actual 
use  of  his  reclaimed  hand,  plays  an  essential 
part  in  the  total  rehabilitation.  Various  clever 
devices  are  used,  in  which  the  patient  may 
gradually  and  almost  unconsciously  begin  to 
use  his  injured  part. 

The  Important  Hand 

The  hand  strangely  enough  is  one  of  the 
important  and  intimate  members  of  the  body 
family.  It  is  particularly  so  because  it  is  the 
only  observable  one.  All  other  areas  are 
covered  by  clothing,  except  for  the  face,  and, 
in  its  way,  the  face  is  quite  similar,  account- 
ing for  the  unusual  psychologic  impact  of 
scars,  etc.  Because  the  hand  is  constantly 
under  observation,  when  it,  or  even  a single 
portion  of  it,  is  injured,  the  body  tends  to 
reject  that  injury  from  the  family  and  sets 
up  what  is  commonly  called  “divorce  phe- 
nomena.” The  “divorce”  is  insidious  in  its 
onset  and  is  often  enhanced  by  various  de- 
grees of  pain  and  atrophy.  A completely 
vicious  cycle  can  thus  be  established.  The 
more  complete  the  “divorce,”  the  more  pain- 
ful the  hand  may  become,  leading  to  less  use 
and  a resulting  wasting  stiffening  and  mal- 
function. 

Therefore,  because  closed  injuries  abund- 
antly outnumber  the  more  dramatic  crush- 
avulsion  wounds,  their  annoying  disabilities 
relate  most  commonly  to  fibrosis  and  contrac- 
tures and  malalignment  of  the  soft  and  bony 
parts  within  the  hand,  usually  with  subse- 
quent fixation  of  the  small  joints.  Successful 
operative  and  non-operative  therapies  relate 
to  the  time  of  injury  and  the  patient.  Surgical 
therapy  must  involve  adjustment  of  the  in- 
trinsic mechanism  and  correction  of  the  sub- 
sequently involved  small  finger  joints. 
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* This  discussion  of  radioactive  fallout  is  divided 
into  two  parts.  The  first  part  concerns  fallout 
during  a period  of  cold  war  and  the  second 
concerns  fallout  during  a hypothetical  thermo- 
nuclear attack  upon  the  United  States. 


Robert  M.  Marine,  M.D. 


Distribution  Of  Fallout 

To  comprehend  the  distribution  of  fallout 
it  is  helpful  to  have  in  mind  the  wind  patterns 
of  the  earth.  Figure  1 illustrates  these  dia- 
grammatically.  In  this  figure  the  equator  is 
at  the  center  of  the  diagram.  Half  of  the 
earth  is  seen  in  cross  section  and  on  the  left 
is  the  North  Pole.  On  the  opposite  side  is 
the  South  Pole.  Above  the  earth  surface  is 
the  troposphere.  This  is  the  first  band  of  air 
around  the  earth  and  reaches  about  60,000 
feet  up.  Above  the  troposphere  is  the  strato- 
sphere. Dividing  these  two  is  the  tropopause 
which  is  a band  of  very  cold  air.  In  the  tropo- 
sphere the  circulation  of  air  is  from  the  poles 
toward  the  equator.  As  the  air  gets  to  the 
equator  it  becomes  quite  hot  and  is  quite 
wet.  Because  it  is  hot,  it  rises  and  as  it  rises, 
it  passes  through  the  very  cold  tropopause. 
The  cold  air  of  the  tropopause  condenses  the 
water  in  the  warm  air  of  the  troposphere  and 
there  is  rain.  At  the  equator  the  air  from  the 
troposphere  enters  the  stratosphere  and  be- 
gins to  travel  toward  the  pole.  At  is  goes 
toward  the  pole  it  begins  to  cool.  It  then 
descends  from  the  stratosphere  into  the  tropo- 
sphere. However,  there  is  very  little  precipi- 
tation in  the  polar  region  because  it  is  too  cold. 
As  the  air  circulates  from  the  pole  toward  the 
equator  in  the  troposphere,  it  goes  through 
the  temperate  zones  where  there  is  much  pre- 
cipitation. The  radioactivity  in  the  circulat- 
ing air  comes  to  the  earth  surface  with  this 
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rain  and  snow.  With  this  circulation  pattern 
in  mind  remember  that  many  of  the  radio- 
isotopes created  by  the  explosion  have  a 
short  half-life.  If  the  radioactivity  stays  in 
circulation  in  the  air  long  enough,  much  of 
of  the  radiation  dose  will  be  dispensed  harm- 
lessly in  the  air  of  the  stratosphere.  It  is 
important  to  note  that  testing  carried  out 
near  the  equator  is  less  harmful  than  testing 
carried  out  near  the  polar  regions.  This  is 
because  the  radio-activity  created  near  the 
equator  must  travel  a long  distance  in  the 
stratosphere  before  it  enters  the  troposphere. 
During  this  long  range  travel  in  the  strato- 
sphere, many  of  the  isotopes  lose  their  ac- 
tivity. 

Much  of  the  testing  done  by  the  United 
States  and  all  of  the  big  tests,  were  carried 
out  at  11°  northern  latitude  and  thus  have 
been  less  of  a problem  in  regard  to  fallout 
than  the  Soviet  Union  tests,  which  have  been 
carried  out  at  70°  northern  latitude.  It  should 
be  noted  that  the  testing  ground  sites  were 
picked  for  practical  rather  than  moral  rea- 
sons. However,  the  Russian  testing  produced 
more  dangerous  fallout  levels. 

It  should  be  noted  that  in  the  circulation 
of  the  air  between  the  troposphere  and  the 
stratosphere  there  is  little  mix  of  air  between 
the  northern  and  southern  hemispheres.  Since 
all  of  the  testing  done  to  date  has  been  car- 
ried out  in  the  northern  hemisphere,  this  is 
an  important  point.  It  is  valuable  to  know 
that  contamination  in  the  southern  hemi- 
sphere is  relatively  slight  if  the  explosions 
are  all  in  the  northern  hemisphere.  Remem- 
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Figure  1 

Adapted  from  “Fallout”  by 
Fowler. 


ber  also  that  in  the  circulation  of  air,  most 
of  the  fallout  comes  down  with  precipitation 
in  the  temperate  latitudes.  Unfortunately, 
most  of  the  large  cities  of  the  world  are  also 
in  the  northern  temperate  latitudes.  It  is 
interesting  to  know  that  the  radioactive  fall- 
out levels  in  New  York  City  are  21/2  times  as 
high  as  the  world  average.  Of  significance 
also  is  the  fact  that  the  seasons  of  heaviest 
precipitation  are  the  late  winter  and  early 
spring.  It  has  been  shown  that  the  times 
of  heaviest  radioactive  contamination  are  in 
these  months. 

The  previous  information  concerning  the 
circulation  of  air  in  the  troposphere  and  strato- 
sphere is  incorporated  into  a theory  called 
the  Brewer-Dobson  theory.  Although  this 
information  at  the  present  time  is  still  a 
theory  and  is  not  incontestably  proven,  there 
are  many  indications  that  the  theory  is  ac- 
curate. Measurements  of  radioactivity  in 
air,  rain  water,  soil,  mUk,  and  cattle  feeds 
have  been  conducted  in  various  sections  of 
the  world.  With  a few  slight  discrepancies  in 
certain  localities,  these  measurements  have 
shown  consistently  higher  levels  of  radioac- 
tivity in  the  northern  hemisphere  than  in  the 
southern  hemisphere.  They  have  also  shown 
that  the  peak  levels  of  activity  occur  in  the 
late  v/inter  and  early  spring  and  that  the 
levels  are  consistently  higher  in  the  temper- 
ate zones  than  in  the  polar  or  equitorial  zones. 


All  these  things  indicate  the  accuracy  of  the 
Brewer-Dobson  theory  and  indicate  that  there 
is  little  mix  of  air  between  the  two  hemi- 
spheres. 

Fallout  Types 

The  previous  discussion  concerning  geo- 
graphical distribution  of  radioactive  fallout 
is  concerned  only  with  one  type  of  fallout, 
stratospheric  fallout.  Two  other  types,  local 
fallout  and  tropospheric  fallout,  must  also  be 
considered. 

Local  fallout  occurs  in  the  immediate  area 
of  the  blast  detonation  and  consists  of  par- 
ticles too  heavy  to  travel  far  in  the  air.  These 
particles  may  travel  up  to  600  or  700  miles 
only.  All  of  the  local  fallout  comes  down  within 
a period  of  a few  days.  The  distribution  varies 
with  the  wind  pattern  for  those  days,  and  may 
be  quite  unpredictable.  Local  fallout  is  heavi- 
est with  a surface  explosion.  Because  the  par- 
ticles must  travel  many  thousand  feet  into  the 
air  before  they  begin  to  fall  and  because  it 
takes  some  time  for  them  to  fall  from  this 
height  back  to  earth,  there  is  .some  delay  be- 
tween the  time  of  the  explosion  and  the  time  of 
beginning  of  local  fallout.  This  time  lag  varies 
with  the  distance  of  the  point  of  interest  from 
the  explosion,  but  even  at  a nearby  place, 
because  of  the  upward  and  downward  travel 
of  the  particles,  there  would  be  at  least  a 30 
minute  time  lag.  In  many  cases  there  would 
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be  a 60  minute  time  lag,  depending  upon  the 
height  the  particles  travel  before  descending. 
At  a distance  of  some  miles  from  the  explosion 
there  would  be  additional  lag  because  of  the 
necessity  for  lateral  travel  in  addition  to  the 
upward  and  downward  travel.  The  wind  pat- 
tern affects  the  time  lag  also,  but  even  directly 
down  wind  from  the  explosion  there  would  be 
a time  lag  of  about  1 minute  for  each  % mile 
from  the  explosion.  Thus,  a person  15  miles 
from  the  explosion  could  expect  a 60  minute 
time  lag  before  local  fallout  began.  The  pat- 
tern from  local  fallout  could  not  be  predicted 
accurately  by  watching  the  surface  winds, 
since  the  direction  of  travel  by  the  local  fall- 
out is  determined  by  winds  above  the  surface. 

Characteristics  Of  Fallout  Types 

Tropospheric  fallout  is  characterized  by  be- 
ing formed  of  particles  which  are  light  enough 
to  travel  great  distances  in  the  air.  In  the 
troposphere  the  winds  predominate  from  west 
to  east,  and  thus  tropospheric  fallout  is  al- 
ways heavier  east  of  the  explosion.  There  is 
very  little  north  or  south  travel  of  tropo- 
spheric fallout.  This  type  comes  down  with 
rain  or  snow,  and  thus  the  radiation  would  be 
much  heavier  in  areas  with  early  rain.  This 
type  may  travel  for  some  time  in  the  air. 
About  half  comes  to  the  earth  each  month. 
Ninety-nine  per  cent  of  the  tropospheric  fall- 
out has  returned  to  the  earth  in  6 months. 

Stratospheric  fallout  is  the  major  type  and 
occurs  more  in  the  late  winters  than  during 
other  seasons.  This  type  is  heaviest  in  the 
temperate  zones  and,  as  with  the  other  types, 
in  confined  primarily  to  the  hemisphere  in 
which  the  explosion  occurred.  It  occurs  at 
all  latitudes  and  is  not  heavier  at  the  latitude 
at  w^hich  the  explosion  occurred.  Although 
most  of  it  is  confined  to  the  hemisphere  of 
the  explosion,  there  is  a true  global  distribu- 
tion. Stratospheric  fallout  is  spread  over 
many  years  with  about  10%  coming  down 
each  year.  Therefore,  it  would  be  at  least 
10  years  before  this  supply  of  radioactivity 
was  exhausted  from  the  stratosphere. 

After  the  various  types  of  fallout  have 
been  deposited  upon  the  earth,  a number  of 
problems  arise.  One  of  the  chief  of  these  is 
the  deposition  of  strontium  90  in  the  soil. 


Plants  of  many  types  pick  up  the  strontium 
90  from  the  soil  and  incorporate  in  into  their 
metabolism.  In  the  various  plants  it  is  the 
usual  thing  for  the  plants  to  concentrate  the 
radioactive  strontium  more  in  the  leaf  than 
in  the  grain  or  the  fruit  of  the  plant.  Cows 
and  other  animals  eat  the  plants  containing 
strontium  90.  Strontium  90  mimics  calcium 
and  follows  the  same  metabolic  routes  as  cal- 
cium. Fortunately,  the  gastro-intestinal  tract 
of  the  cow  prefers  calcium  to  strontium  and 
therefore  much  radioactive  strontium  is  elimi- 
nated by  the  cow  without  absorption.  In 
addition,  the  kidney  of  the  cow  preferentially 
excretes  strontium  90  rather  than  calcium. 
Despite  these  mechanisms  of  discrimination, 
the  meat  of  the  cow  has  about  25%  of  the 
strontium  90  in  the  animal’s  diet.  Milk  from 
cows  has  about  10%  of  the  strontium  90  of 
the  cow’s  diet.  It  is  of  some  interest  that 
human  milk  has  less  than  10%  of  the  dietary 
strontium  90.  The  chicken  shows  some 
mechanism  of  discrimination  also  and  eggs 
have  only  about  25%  of  dietary  strontium  90. 

Effects  On  Humans 

Humans  show  some  discrimination  also, 
and  of  the  strontium  90  in  the  diet  of  the 
human  only  25%  finds  its  way  to  the  bones 
of  an  adult.  This  is  because  of  discrimination 
in  the  gastro-intestinal  tract  and  the  kidney 
and  also  in  bone.  Normal  bone  preferentially 
uses  calcium  rather  than  strontium  90.  How- 
ever, in  children  there  is  more  active  bone 
grow'th  and  unfortunately  about  50%  of  die- 
tary strontium  90  finds  its  way  to  the  bones 
in  children.  Another  problem  involved  is  that 
bone  distribution  of  strontium  90  is  not  uni- 
form. Thus,  areas  of  active  growth  will  con- 
centrate strontium  to  a much  greater  degree 
than  other  areas,  and  there  may  be  as  high 
as  60  times  as  much  in  certain  bones  as  the 
average  in  all  of  the  bones.  It  is  known  that 
a child  of  today  has  from  4 to  7 times  as 
much  strontium  90  in  his  skeletal  system  as 
his  parents  have.  The  dangers  of  strontium 
90  deposition  in  bones  are  long-term  develop- 
ment of  leukemia,  bone  cancer  or  other  can- 
cers. Although  the  problem  is  severe  enough, 
it  is  fortunate  that  strontium  90  has  a beta 
ray  which  penetrates  only  4 mm  of  tissue. 
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If  the  radiation  emitted  were  more  penetrating, 
the  problem  would  be  much  more  grave. 

In  addition  to  strontium  90  there  are  other 
isotopes  which  create  problems.  Cesium  is 
one  of  the  chief  of  these.  Cesium  137  is  a 
high  energy  gamma  emitter  with  a half-life 
of  30  years,  but  it  is  excreted  fairly  rapidly 
from  the  human  body  and  has  a biological 
half-life  of  only  15  days.  Nevertheless,  it  is 
a problem  in  regard  to  whole  body  gamma 
radiation. 

Problem  Of  Radioactive  Iodine 

Radioactive  iodine  is  also  a problem  because 
it  localizes  in  the  thyroid  gland  and  is  a po- 
tential source  of  serious  thyroid  diseases. 
However,  radioactive  iodine  has  a short  bio- 
logical half-life  or  the  problem  would  be  much 
worse. 

Some  research  has  been  done  to  study  the 
removal  or  the  avoidance  of  the  internal  iso- 
tope hazard.  One  approach  has  been  to  add 
calcium  to  cattle  feed  in  order  to  diminish 
the  amount  of  strontium  90  absorbed.  This 
has  some  merit  but  is  not  a very  satisfactory 
answer.  Calcium  has  been  added  to  human 
diet  also  with  the  same  effect.  Chelating 
agents  have  been  studied  to  determine  whether 
they  will  be  effective,  but  unfortunately  the 
chelating  agents  are  ineffective  for  strontium 
90,  because  the  agents  prefer  calcium  to  the 
strontium.  Strontium  90  can  be  removed 
from  milk  with  ion  exchange  resins  which  is 
satisfactory  for  small  amounts  of  milk  but  is 
impractical  for  large  scale  use. 

Jt  should  be  noted  that  although  world  av- 
erages may  not  be  very  large  at  the  present 
time,  there  are  possibilities  of  concentration 
of  dangerous  levels  of  radioactivity  in  certain 
situations;  for  example,  the  plankton  of  the 
sea  have  a tendency  to  concentrate  strontium 
90.  Because  of  this  the  strontium  90  level 
in  the  plankton  is  much  higher  than  the 
level  in  the  sea  water  in  which  they  live. 
Thereafter  small  fish  eat  the  plankton  and 
again  concentrate  the  strontium  90.  The 
tuna  fish  then  eat  the  smaller  fish  and  con- 
centrate large  amounts  of  strontium  90  in 
one  place.  Clams  also  have  a tendency  to 
concentrate  radioactivity  to  as  much  as  2000 


times  the  level  of  the  sea  water  in  which  they 
live. 

The  overall  problem  of  fallout  radioactivity 
in  a period  of  cold  war  is  the  problem  of  de- 
position of  isotopes  within  the  human  body. 
With  cold  war  dose  levels  there  is  no  problem 
from  external  whole  body  gamma  ray  dose. 
There  is  much  uncertainty  concerning  the  ef- 
fects on  the  human  from  the  dose  levels 
present  in  the  world  today  from  cold  war  test- 
ing. However,  experts  have  studied  this  prob- 
lem and  feel  that  from  the  present  levels  it 
can  be  expected  that  there  will  be  in  the 
order  of  40  additional  patients  per  year  for 
the  next  30  to  50  years  who  will  develop  leu- 
kemia as  a result  of  fallout.  This  is  calcu- 
lated for  the  United  States  only.  This  num- 
ber equals  1200  to  2000  new  patients  with 
leukemia  in  the  United  States  in  the  next 
30  to  50  years,  who  would  not  have  had  leu- 
kemia otherwise.  Figures  for  the  world  popu- 
lation indicates  approximately  20,000  new 
patients  with  leukemia  as  a result  of  fallout 
over  this  period  of  time.  In  addition  to  the 
leukemia  there  would  be  an  equal  number  of 
patients  with  some  other  form  of  cancer.  If 
one  reduces  these  figures  to  a proportion,  the 
chance  of  a given  individual  developing  leu- 
kemia or  other  cancer  from  the  present  level 
of  world  radiation  from  fallout  would  be  the 
equivalent  of  one  chance  in  10,000  in  a 30 
year  period.  This  one  chance  in  10,000  seems 
like  a small  chance,  and  for  any  given  in- 
dividual it  certainly  is.  In  facing  the  problem 
in  these  terms  the  risk  seems  small.  However, 
it  should  be  pointed  out  that  40,000  patients 
with  leukemia  or  cancer  from  this  cause  is 
is  not  a small  problem.  Thus  the  somatic 
problem  from  these  dose  levels  involves  but 
a small  fraction  of  1%  of  the  world’s  popula- 
tion. Nevertheless,  it  probably  will  involve 
40,000  people  with  a serious  disease. 

In  addition  to  the  somatic  problem  of 
disease  there  is  a question  concerning  the 
possible  effect  of  shortening  life  due  to  this 
radiation  dose.  It  has  been  calculated  that 
life  shortening  due  to  current  dose  levels 
would  amount  to  about  1 day  in  a life  span 
of  60  to  70  years.  This  is  no  significant 
problem. 
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Figure  2 

Adapted  from  "Fallout”  by 
Fowler. 


The  genetic  hazard  which  has  appeared 
from  current  dose  levels  is  small  because  the 
dose  level  received  from  radioactive  fallout 
is  only  20%  of  the  dose  level  received  by  the 
genes  from  other  sources  of  radiation  which 
we  have  faced  all  along.  Although  a small 
change  in  the  dose  level  can  effect  a large 
number  of  people  in  a genetic  way,  the  num- 
ber of  people  and  the  percentage  of  people 
affected  by  this  rise  in  the  dose  level  is  ex- 
pected to  be  small. 

In  summarizing  the  cold  war  level  and 
its  problems,  it  can  be  said  that  the  problem 
for  the  world  is  less  dangerous  than  one 
famine,  one  large  flood  or  smoking  one  pack 
of  cigarettes  per  day.  Nevertheless,  there  is 
a problem  and  there  wiU  probably  be  40,000 
patients  with  leukemia  or  cancer  as  the  result 
of  present  dose  levels.  Moreover  the  genetic 
problem  is  not  insignificant,  but  it  is  less  than 
the  natural  mutation  rate  we  have  lived  with 
for  generations. 

Thermo-Nuclear  War 

The  danger  from  radioactive  fallout  in 
thermo-nuclear  war  is  entirely  different  from 
the  problem  during  the  cold  war.  In  a hot 
war  the  danger  is  whole  body  external  gamma 
ray  dose.  There  exists  a problem  of  deposition 
of  isotopes  in  the  body  but  this  would  occur 
sometime  after  the  war  and  not  be  the  major 
problem  during  such  a war. 

No  one  knows  whether  there  will  be  thermo- 
nuclear war.  However,  it  is  known  that  the 


weapons  exist  and  that  the  delivery  systems 
for  them  are  available.  The  capability  for 
such  a war  exists,  but  the  intent  of  our  enemies 
is  not  always  clear.  Probably  no  such  war 
will  occur  soon,  but  there  is  an  arms  race 
in  progress  and  the  masters  of  the  Kremlin 
are  not  konwn  to  be  warm-hearted  humani- 
tarians. It  is  prudent,  therefore,  to  study 
the  possibility  of  such  a war  and  to  make 
estimates  of  the  problem. 

If  such  a war  occurs,  it  is  difficult  to  esti- 
mate how'  many  weapons  would  be  delivered 
to  this  country  and  impossible  to  know  their 
distribution.  However,  experts  have  esti- 
mated that  a 3,000  megaton  attack  on  this 
country  is  possible.  These  experts  have  also 
studied  the  list  of  most  likely  targets  and 
have  drawn  a map  showing  the  probable  dis- 
tribution of  fallout  if  the  winds  on  the  day 
of  attack  are  the  usual  prevailing  winds.  This 
is  illustrated  in  Figure  2 showing  grey  areas 
as  areas  of  heavy  fallout  and  black  areas  as 
areas  of  very  intense  fallout.  The  white  areas 
present  sections  of  relatively  low  fallout. 
Note  in  this  diagram  that  the  northeastern 
United  States,  where  most  of  the  population 
is,  would  be  also  the  area  of  heaviest  fallout. 
This  is  in  part  due  to  the  prevailing  westerly 
winds  in  the  troposphere.  Note  also  that  the 
area  of  fallout  is  so  large  that  evacuation 
would  be  infeasible,  unless  the  planned  evacu- 
ation was  for  some  area  quite  remote  from 
the  United  States. 
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TABLE  I TABLE  II 


after  explosion 

Roentgen  Dose 

Fallout  Doses 

1 to  2 

2,500 

Day  1 

12,000r 

2 to  3 

1,250 

2 

l,000r 

3 to  4 

800 

3 

500r 

4 to  5 

550 

4 

300r 

5 to  10 

1,500 

5 

225r 

10  to  24 

1,550 

6 

175r 

In  such  an  attack  it  is  possible  to  estimate 
the  dose  levels  involved.  Although  the  esti- 
mates vary,  I am  presenting  here  a rather 
pessimistic  estimate  in  which  the  dose  levels 
are  higher  than  in  some  calculations.  It  can 
be  seen  from  Table  I that  the  dose  level  for 
the  second  hour  would  be  in  the  neighborhood 
of  2500  gamma  roentgen.  In  the  next  hour 
the  dose  would  be  about  1200  roentgen  and 
the  dose  would  gradually  fall  thereafter.  For 
the  first  20  hours  the  dose  would  be  approxi- 
mately 12,000  gamma  roentgen  at  the  sur- 
face. On  the  second  day  after  the  attack 
the  dose  level  would  diminish  to  about  1000 
roentgen.  For  each  day  thereafter  the  level 
would  fall  rapidly.  As  a rule  of  thumb  the 
level  decreases  tenfold  for  each  sevenfold  in- 
crease in  time.  The  dose  7 hours  after  the 
attack  would  be  1/10  the  dose  at  hour  one. 
For  another  sevenfold  increase  in  time,  or  the 
dose  at  49  hours  or  approximately  2 days,  the 
dose  would  be  1,  100  or  1%  that  of  hour  one. 
At  2 weeks  1/1000  and  at  3 months  it  would 
be  1 10,000.  The  dose  levels  would  vary 
some  with  the  rain  and  with  local  conditions, 
but  this  approximation  is  fair  as  the  general 
average. 

To  appreciate  the  significance  of  the  pre- 
ceding figures  it  is  necessary  to  know  some 
facts  concerning  radiation  effects  upon  the 
human  body.  For  example  3000  roentgen  in 
a single  whole  body  dose  would  cause  death 
to  any  human  within  2 days.  The  death 
would  be  due  to  central  nervous  system  effects. 
Brain  damage  would  result  because  of  the 
inability  of  the  brain  to  distinguish  between 
sodium  and  potassium.  A 1000  roentgen 
single  whole  body  dose  would  result  in  death 
in  7 days  for  all  people  exposed  due  to  damage 
to  the  gastro-intestinal  system  resulting  in 
sloughing  of  the  intestinal  mucosa  with  nausea, 
vomiting,  and  diarrhea.  Six  hundred  roentgen 


in  a single  body  dose  would  result  in  death 
for  most  all  people  within  a period  of  several 
weeks.  Death  in  this  case  would  be  due  to 
effects  upon  the  bone  marrow  with  resulting 
pancytopenia  and  hemorrhage.  The  lethal 
dose  for  the  human  in  a single  whole  body 
dose  is  somewhere  between  400  and  500 
roentgens.  All  of  the  above  figures  apply 
only  to  whole  body  doses  and  would  not  be 
accurate  if  only  a portion  of  the  body  were 
radiated.  The  above  figures  apply  also  only  if 
the  dose  received  is  a single  one  and  not 
fractionated  over  some  period  of  time. 

'In  studying  radiation  effects  upon  the 
human  it  is  reasonable  to  conclude  that  it 
it  would  be  acceptable  under  wartime  circum- 
stances to  accept  a single  whole  body  dose 
of  100  roentgen  during  the  first  day.  On  the 
second  day  it  would  be  reasonable  to  accept 
an  additional  10  roentgen.  Doses  for  each 
day  thereafter  should  be  less  than  this.  With 
doses  such  as  these  there  would  be  no  ap- 
parent disability  and  no  feeling  of  sickness 
and  no  immediate  effects.  There  probably 
would  be  long  term  effects  of  a genetic  nature 
and  there  probably  would  be  some  shortening 
of  life  in  the  order  of  some  days  or  perhaps 
even  some  weeks  over  the  whole  life  span. 
These  doses  would  not  in  any  sense  be  accept- 
able in  a non-disaster  circumstances.  They 
would  be  acceptable  only  during  a war  or 
other  catastrophe. 

In  comparing  the  dose  acceptable  to  humans 
in  war  with  the  dose  levels  anticipated,  it  is 
apparent  that  considerable  protection  is 
needed.  Protection  from  fallout  can  be 
achieved  reasonably.  Protection  from  blast 
and  heat  problems  is  a more  difficult  problem 
for  anyone  near  the  explosion,  but  in  the 
overall  picture,  the  blast  and  heat  problems 
are  less  important  because  of  the  relatively 
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small  areas  involved.  The  fallout  is  spread 
over  many  more  thousands  of  square  miles. 
Almost  absolute  protection  from  fallout  can 
be  achieved  in  any  structure  in  which  there 
is  the  equivalent  of  3 inches  of  lead  between 
the  individual  and  the  radiation  sources.  Since 
lead  is  expensive  and  difficult  to  work  with, 
protection  equivalents  in  materials  other  than 
lead  will  be  given.  For  example  6 inches  of 
steel  provide  the  same  protection  as  3 inches 
of  lead.  For  concrete  the  figure  is  24  inches 
and  for  dirt  or  sand  36  inches.  Five  feet  of 
water  and  9 feet  of  wood  would  also  provide 
the  same  protection,  but  construction  with 
these  materials  is  impractical  in  these  cir- 
cumstances. 

In  addition  to  protection  from  fallout  by 
construction,  it  would  be  necessary  to  provide 
a ventilation  system,  water,  food,  medicine, 
and  radiation  detection  instruments. 

Misconceptions 

Although  providing  such  protection  is  not 
convenient  or  even  easy,  it  can  be  done  with 
some  preparation  and  work,  with  moderate 
cost.  Many  people  are  opposed  to  such  a 
program  on  various  grounds.  One  reason 
given  for  opposition  to  such  a program  is  the 
statement  that  nothing  can  be  done.  This  is 
to  some  extent  based  upon  some  inaccurate 
estimates  of  the  tests  in  which  it  was  indi- 
cated that  radiation  dose  levels  throughout 
the  world  would  be  fatal  to  all  people.  Sev- 
eral novels  fostered  this  idea  and  the  idea 
has  been  widely  accepted.  This  is  a great  mis- 
conception and  is  not  a sound  basis  for  reach- 
ing a decision. 

Many  other  people  oppose  the  shelter  pro- 
gram by  saying  that  survival  may  be  possible, 
but  it  would  not  be  worth  surviving.  This 
may  depend  upon  how  much  one  Vv^ishes  to 
survive,  but  it  should  be  pointed  out  that  in 
any  war  that  is  now  foreseen,  the  southern 
hemisphere  will  probably  be  largely  intact 
and  unchanged.  In  addition  it  should  be 
pointed  out  that  although  large  areas  of  the 
United  States  would  be  destroyed  by  a 
thermo-nuclear  attack,  the  total  land  area 
which  would  be  destroyed  would  be  less  than 
10%.  This  would  mean  that  many  cities  and 


towns  would  remain  undamaged  and  there 
would  be  homes,  churches,  hospitals,  schools, 
transportation  facilities  and  buildings  of  all 
sorts  intact.  It  has  been  stated  by  many 
that  there  would  be  no  food  or  water  avail- 
able after  such  an  attack,  but  experts  who 
have  studied  this  problem  feel  that  there  is 
enough  food  stocked  for  the  immediate  weeks 
after  such  an  attack  to  carry  the  population. 
Food  production  thereafter  could  be  man- 
aged without  too  much  diffiiculty.  In  regard 
to  the  problem  of  water  there  is  little  need 
for  anxiety,  because  after  the  first  two  weeks 
most  of  the  radiactivity  in  running  bodies  of 
water  would  have  traveled  to  the  bays  and 
oceans.  Particles  too  heavy  to  travel  to  the 
ocean  will  sink  to  the  bottom  and  water  from 
the  top  of  running  streams  could  be  boiled  or 
otherwise  purified  and  used  without  danger 
for  drinking  water.  Additionally,  water  from 
underground  sources  would  be  uncontamin- 
ated and  safe. 

Many  people  have  stated  that  there  would 
be  no  warning  of  an  attack  and  no  hope  of 
gathering  the  family  together  to  reach  a 
shelter.  This  is  a very  unlikely  possibility 
because  if  an  attack  were  to  occur,  it  is  quite 
likely  that  it  would  occur  at  midnight  or  late 
at  night  when  the  family  is  at  home  together. 
This  timing  is  likely  because  when  it  is  12 
midnight  in  New  York  it  is  8 A.M.  in  Moscow. 
This  means  that  the  Soviet  Union  could  face 
retaliation  during  the  daylight  hours,  the  more 
favorable  hours. 

Many  people  feel  that  the  cities  of  our 
nation  would  be  prime  targets.  This,  by  the 
estimate  of  most  experts,  is  not  true.  The 
type  of  war  envisioned  is  one  in  which  the 
prime  targets  would  aU  be  our  bases  of  re- 
taliatory power.  Therefore,  the  strategic  air 
command  bases  and  missile  bases  would  be 
prime  targets.  All  other  targets  would  be 
secondary.  Thus,  a large  city  is  a prime 
target  only  if  it  harbors  a missile  or  strategic 
air  command  base.  Most  of  these  bases  are 
in  the  area  between  the  Mississippi  River  and 
Rocky  Mountains. 

It  is  a wide-spread  concept  that  thermo- 
nuclear weapons  will  not  he  used  in  any  future 
war.  It  is  difficult  to  tell  whether  this  con- 
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cept  is  based  upon  hope,  fear,  or  realistic 
appraisal.  It  is  worth  noting  that  weapons 
of  this  type  have  already  been  used  in  Hiro- 
shima and  Nagasaki,  and  it  is  also  true  that 
there  is  an  arms  race  in  progress  between  2 
nations  with  diametrically  opposing  interests. 

Another  wide-spread  concept  is  that  fallout 
levels  would  be  lethal  for  many  years,  and  it 
would  be  necessary  to  stay  underground  for 
years  in  order  to  be  safe.  This  is  not  tnie. 
It  is  probable  that  it  would  be  necessary  to  be 
underground  all  the  time  for  less  than  a week. 
Thereafter  it  would  be  safe  to  be  above  ground 
for  short  periods  of  time  in  the  second  week, 
for  longer  periods  in  the  third  week,  and  so 
on.  It  is  probable  that  the  dose  per  hour 
after  an  attack  would  be  in  the  neighborhood 
of  10  roentgen  per  hour  on  the  fifth  day,  and 
at  this  level  it  would  be  safe  to  be  out  for  one 
hour  on  that  day.  For  each  day  therafter  it 
would  be  possible  to  stay  out  longer  without 
exceeding  an  acceptable  dose.  Dose  levels 
in  the  area  of  homes  could  be  diminished  ten- 
fold by  scrubbing  the  roofs  and  ploughing  the 
soil  for  an  area  of  30  feet  around  the  house. 

If  the  bombs  ever  explode  in  an  attack, 
there  will  be  enormous  problems  from  blast, 
heat  and  radioactivity.  There  will  be  no 
opportunity  or  hope  of  facing  these  problems 
after  they  occur.  Only  careful  preparation 
ahead  of  time  can  be  effective.  Despite  the 
amazing  devastation  that  can  take  place  and 
despite  the  fatalistic  feeling  many  people 
have,  reasonable  preparation  now  can  lead 
to  survival  for  most  people.  The  alternative 
to  preparation  now,  if  we  are  ever  attacked, 
would  be  to  perish.  Some  would  perish  re- 
gardless, due  to  the  blast  and  heat  problems. 
However,  the  major  problem  is  one  of  radia- 
tion and  this  is  one  which  can  be  handled 
weU.  Although  the  problems  involved  are 
immense,  it  is  not  necessary  to  be  red  or 
dead,  atomized  or  communized.  The  Presi- 
dent of  the  United  States  has  recommended 
that  a shelter  program  be  undertaken.  As  he 
has  said,  we  can  with  preparation  be  neither 
red  nor  dead,  but  alive  and  free.  An  adequate 
shelter  program  would  also  be  a deterrent  to 
war,  since  the  enemy  is  less  likely  to  attack 
if  he  cannot  accomplish  his  purpose. 


One  of  the  questions  remaining  is  whether 
a shelter  program  should  be  undertaken  by 
the  federal  government  or  by  families.  It 
is  clear  if  the  program  is  limited  to  families 
that  there  will  be  many  people  unprotected, 
including  for  example  people  who  rent  houses, 
apartment  dwellers,  and  those  unable  to  pro- 
vide for  themselves.  It  is  also  clear,  there- 
fore, that  the  Federal  government  should 
undertake  the  program  and  should  supervise 
and  finance  it.  However,  those  of  us  who 
are  in  the  position  to  do  so  should  supple- 
ment such  a program  with  preparations  of 
of  our  own  on  a family  basis.  This  leaves 
more  room  in  public  shelters  for  more  people. 

Summary 

The  problems  of  the  world  in  regard  to 
radioactive  fallout  are  relatively  new  and  at 
the  present  time  there  is  much  information 
which  is  not  available.  However,  there  is 
available  a considerable  body  of  accurate 
data  and  this  applies  to  the  cold  war  and 
hot  war  problems.  It  is  up  to  us  to  study 
the  problems  and  be  informed.  It  is  undesir- 
able to  be  unduly  alarmed  by  cold  war  dose 
levels,  but  we  should  be  aware  of  them  and 
their  potentialities.  The  problem  of  fallout 
in  the  period  of  hot  war  is  great,  but  reason- 
able preparation  ahead  of  time  can  lead  to 
survival,  and  it  is  prudent  that  shelter  be 
provided  and  stocked  with  water  and  food. 

In  addition  to  these  approaches  there  are 
certain  areas  of  research  which  should  be 
helpful  in  dealing  with  these  problems.  Re- 
search could  probably  produce  a way  to  render 
strontium  90,  cesium  137  and  iodine  131  in- 
soluble inside  the  gastro-intestinal  tract  of  the 
human.  Research  could  also  probably  produce 
an  agent  to  facilitate  excretion  of  these  ele- 
ments. A preparation  for  the  soil  to  prevent 
the  pick-up  of  these  parts  into  vegetables 
could  probably  be  found.  An  economic  chemi- 
cal method  to  decontaminate  milk  and  water 
would  be  a fruitful  area  for  research.  It  is 
also  quite  possible  that  research  could  dis- 
cover an  agent  which  would  be  safe  for  humans 
which  would  reduce  the  response  of  human 
tissues  to  radiation. 
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* If  an  allergic  patient  is  properly  studied,  drug 
therapy  will  not  be  the  primary  modality  em- 


ployed for  his  relief. 


The  physician  confronted  with  an  allergic 
patient  is  dealing  basically  with  an  individual 
who  may  be  complaining  of  one  or  two  isolated 
facets  of  a really  intricate  problem.  It  is 
the  purpose  of  this  communication  to  deal  with 
the  patient  in  the  whole,  as  a practitioner 
would  view  him. 

The  commonest  allergic  manifestation  con- 
fronting the  physician  is  the  oft  complained 
of  post-nasal  discharge.  Usually  a sense  of 
frustration  envelopes  him  as  he  examines  the 
anterior  nares  and  the  posterior  pharynx  and 
notes  evidence  of  engorgement  in  the  former, 
and  in  the  later,  lymphoid  hyperplasia.  What 
to  do  and  how  to  do  it  in  the  simplest  possible 
form  is  his  desire.  Upon  interrogation,  most 
of  these  patients  will  admit  that  they  are 
worse  when  they  are  in  the  presence  of  dust, 
such  as  might  be  found  in  a barn,  a shop,  or 
inhaled  while  rummaging  around  old  books  or 
perhaps  in  a storeroom.  Upon  further  ques- 
tioning it  will  be  found  that  these  people 
usually  are  particularly  aggravated  when  they 
arise  in  the  morning  at  which  time  they  sneeze 
or  clear  the  pharynx  for  a considerable  period. 
With  this  there  is  often  itching  of  the  eyelids 
and  frequently  some  encrustation  is  formed  on 
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the  lid  margins.  Perhaps  they  may  cough  a 
bit,  too. 

For  the  amelioration  of  this  condition  any 
good  antihistamine  may  be  prescribed,  and 
certainly  this  is  reasonable  short-term  therapy. 
However,  when  the  history  and  basic  environ- 
ment of  such  a person  is  reviewed  it  may  be 
found  that  they  are  sleeping  on  feather  pil- 
lows or  those  containing  shredded  plastic,  foam 
rubber  chips,  Orion  ravelings  or  kapok.  The 
latter  particularly  may  be  an  allergen.  The 
interstices  between  the  various  particles  of 
the  pillow  contents  are  excellent  harbingers 
of  dust.  After  a period  of  use,  any  of  these 
pillows  certainly  may  he  as  dusty  as  a feather 
pillow.  Feathers  themselves  often  are  allergens 
but  dust  is  more  commonly  so.  If  these  types 
of  pillows  are  eliminated  and  a solid  foam 
rubber  one  used,  many  patients  will  have 
spectacular  relief.  Another  unsuspected  cause 
of  trouble  may  be  a chenille  bedspread  with 
its  numerous  cotton  tufts.  These  tufts  not 
only  hold  dust  but  the  worn-off  particles 
become  constituents  of  dust  and,  therefore,  in 
themselves  may  be  quite  offensive.  New  wool 
or  Orion  blankets  may  likewise  be  an  aggra- 
vant because  of  the  numerous  small  lint-like 
flecks  that  emanate  from  them.  Laundering 
will  remove  these  particles  and  the  blankets 
become  relatively  unoffensive.  This  is  not 
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an  age  of  quilts  and  featherbeds  but  obviously 
they  are  to  be  forbidden  as  they  could  be  a 
perfect  source  of  bothersome  inhalants. 

Animal  Dander 

House  pets,  other  than  dogs  and  cats  are 
not  very  popular.  If  a patient  does  have  al- 
lergy problems  certainly  every  possible  source 
of  offense  should  be  eliminated  and  the  pets 
should  go — at  least  on  a trial  basis.  This  may 
require  six  months  as  the  dander  from  these 
animals  permeates  the  house  and  gets  in  cracks 
in  the  floor  and  under  the  molding  around  the 
baseboards  to  the  extent  that  even  a thorough 
cleaning  will  fail  to  remove  traces  of  it. 

In  the  summer  of  1956  a family  of  seven — 
the  mother  of  whom  was  thirty-three  years 
old — vacationed  at  a seacoast  town  in  Maine. 
A year-round  house  was  rented  from  an  ab- 
sentee owner  who  occupied  it  only  in  the  win- 
ter months.  The  place  was  spotlessly  clean  and 
in  an  excellent  state  of  repair.  However,  after 
residing  there  a day  or  so,  the  mother  de- 
veloped severe  nasal  allergy  with  sinus  block- 
age, which  always  seemed  to  be  ameliorated 
by  a trip  to  the  beach  for  a few  hours.  She 
suspected  that  a dog  was  in  the  house  prior  to 
their  residence,  as  she  was  markedly  sensitive 
to  dog  dander.  The  owner  was  contacted  and 
he  confirmed  her  impression.  Immediately 
after  the  tenancy  was  terminated  her  allergic 
problem  ceased. 

The  family  liked  the  place  very  much  and 
in  1957  the  owner  was  again  contacted  for 
summer  rental.  He  informed  them  that  the 
dog  had  died  in  March  or  April  and  they 
reasoned  that  by  July  all  traces  of  any  offense 
that  could  have  remained  would  have  been 
eradicated.  The  place  was  leased  again  and 
the  same  problem  returned,  which  of  course 
was  solved  on  their  day  of  departure. 

Multiple  cleanings  and  time  certainly  would 
have  been  necessary  in  order  to  remove  the 
irritating  vestiges  that  remained. 

Thoughts  about  environment  must  be  car- 
ried over  into  consideration  of  the  therapy 
for  seasonal  rhinitis  or  hay  fever.  Nasal  allergy 
is  uncommonly  caused  by  a simple  etiologic 
agent.  Usually  its  origin  is  compound  and 
complex-compound,  in  that  more  than  one 


inhalant  is  offensive  to  the  patient,  complex 
in  that  rarely  two  inhalants  are  equally  of- 
fensive. Many  regweed-sensitive  patients  can 
do  very  well  until  they  are  burdened  with 
some  other  inhalant  to  which  they  are  also 
allergic.  It  may  be  that  they  live  in  an  old 
house  and  in  ragweed  season  are  only  mini- 
mumly  bothered  by  their  hayfever.  If  they 
go  into  the  cellar  and  expose  themselves  to 
mold  spores  they  immediately  begin  to  sneeze 
and  are  violently  affected.  Perhaps  they  will 
find  that  playing  with  their  dog  or  cat  will 
cause  a violent  aggravation.  At  any  other 
season  of  the  year  the  cellar  or  the  animals 
are  easily  tolerated.  Such  individuals  are 
obviously  sensitive  to  ragweed,  mold  spores 
and  certain  animal  dander.  The  pollen  assault 
is  quite  tolerable  until  the  burden  of  the  mold 
and  dander  is  thrust  upon  them.  Under  this 
weight  major  allergic  manifestations  are  de- 
veloped. With  this  in  mind  it  is  quite  obvious 
that  it  is  necessary  to  rigidly  observe  the 
suggestions  relative  to  the  avoidance  of  specific 
inhalants  aforementioned.  Many  a hayfever 
patient  can  do  well  on  a minimum  of  antihis- 
tamines and  intranasal  medication  if  other 
aggravants  are  avoided. 

Bronchial  Asthma 

Bronchial  asthma  is  rarely  a separate  entity. 
Usually  with  this  the  physician  will  either 
obtain  a history  of  hayfever,  allergic  rhinitis, 
or  an  annoying  postnasal  discharge.  His 
physicial  examination  will  evidence  the  truth 
of  this.  Most  bronchial  asthma  has  either 
daily  or  seasonal  variation  and  the  diligent 
practitioner  may  obtain  many  clues  from  care- 
fully obtained  data.  If  the  patient’s  asthma 
is  worse  at  night  certainly  some  thought  must 
be  directed  toward  an  aggravant  in  the  bed- 
room or  in  the  home.  Perhaps  the  tobacco 
smoke,  cosmetics,  such  as  talc  or  wave  set, 
etc.,  of  a mate  may  be  the  causative  factor  or 
it  may  be  a household  pet  or  just  a bedroom 
that  needs  an  inhalant-removing  program. 

In  1931,  a college  student  whose  home  was 
in  a New  Jersey  resort  town  had  his  initial 
asthmatic  attack  in  the  latter  part  of  August. 
It  was  brief  and  was  terminated  with  a single 
injection  of  epinephrine.  The  following  sum- 
mer the  condition  became  more  acute  and 
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ephedrine  and  occasional  epinephrine  was 
needed.  By  1933  it  was  evident  that  when 
he  was  at  college  he  was  relatively  free  from 
asthma,  hut  whenever  he  was  home,  the  time 
of  the  year  not  being  important,  he  was  sure 
to  have  asthma.  The  problem  got  to  the 
point  where  upon  graduation  and  the  pros- 
pects of  subsequent  graduate  study  he  made 
plans  to  attend  summer  school  to  avoid  being 
home  at  any  time.  In  the  1940’s  when  he 
came  into  possession  of  the  family  home,  he 
sold  it.  For  many  years  he  never  frequented 
the  area.  Then  at  a later  date  his  problem 
was  reviewed.  This  individual  was  not  only 
sensitive  to  dust  and  feathers,  but  also  to 
molds.  Many  of  the  latter  were  obviously 
present  in  the  damp  coastal  environment,  as 
he  could  easily  remember  it  growing  on  his 
shoes  and  suitcase  if  he  left  them  there  for 
any  length  of  time.  When  he  goes  to  the 
seashore  now  he  takes  a plastic  encasement 
and  coveres  his  pillow,  making  certain  that 
no  chenille  bedspread  or  new  blanket  is  upon 
his  bed.  This  assures  him  of  a physical  status 
not  too  different  from  being  inland. 

The  same  basic  principles  of  analysis  may 
be  applied  to  one  aspect  of  allergy  as  to  any 
other. 

Food  Allergies 

Allergy  to  specific  foods  may  provide  the 
same  symptom  or  symptoms  that  could  be 
caused  by  inhalants.  This  is  not  a common 
experience.  Before  attempting  to  investigate 
possible  food  allergy  the  aforementioned  pro- 
gram relative  to  inhalants  must  be  properly 
tried.  Its  failure  may  cast  suspicion  upon 
food  sensitivity  as  provocative  of  the  problem. 
Here  again,  an  accurate  history  is  the  most 
important  diagnostic  tool  and  it  may  afford 
a lead  that  causes  the  physician  to  triumph. 
Experience  has  shown  that  cereal  grains  (par- 
ticularly wheat),  eggs  and  milk  are  offensive 
to  more  people  than  any  other  foods.  Syste- 
matic elimination  of  each  one  for  two-week 
intervals  may  be  valuable.  However,  it  must 
be  born  in  mind  that  these  common  foods  are 
partial  ingredients  in  many  other  foods.  As 
an  example,  bread  contains  milk;  pastry,  milk, 
eggs  and  of  course  wheat  flour.  Many  soups 
and  gravies  are  thickened  with  wheat  flour  or 


cornstarch.  Restauarant  fare,  particularly,  is 
garnished  with  butter.  To  carry  the  matter 
into  further  detail  if  necessary,  the  serial 
elimination  of  citrus  fruits,  legumes  and  the 
various  condiments  may  be  tried. 

Skin  testing  for  investigating  various  pos- 
sible sensitivities  has  occasionally  been  found 
to  be  helpful.  This  aid  is  slight  as  nothing 
can  ever  take  the  place  of  personally  evalu- 
ating the  problem  on  a logical  basis  over  a 
period  of  time. 

Innovations  Of  Drug  Therapy 

The  drug  therapy  of  allergy  is  very  interest- 
ing in  that  many  innovations  are  possible. 
Anyone  having  seen  a hayfever  victim  with 
acute  paroxysms  of  sneezing,  watering  eyes, 
and  a general  rubor  over  the  entire  nasal  area 
cannot  other  than  recognize  that  he  has  a 
very  ill  patient.  Immediate  relief  may  be 
obtained  by  the  subutaneous  injection  of  0.3 
ml.  of  epinephrine  1:1000.  This  may  be  fol- 
lowed in  fifteen  or  twenty  minutes  by  a second 
or  even  a third  injection.  Usually  the  results 
are  dramatic.  Such  individuals  usually  can- 
not be  controlled  immediately  by  antihista- 
mines in  any  reasonable  dose,  though  they 
should  be  begun.  Prednisone  is  most  valuable 
and  should  be  used  only  on  a short-term  basis. 
A suggested  program  would  be  to  give  40  mg. 
in  divided  doses  the  first  day,  30  mg.  similarly 
on  the  second  day,  20  mg.  on  the  third  day, 
and  10  mg.  on  the  fourth  day,  and  then  stop. 
The  older  intranasal  medications  such  as 
0.05%  naphazoline  hydrochloride  or  1% 
phenylephrine  hydrochloride  still  give  excel- 
lent, temporary  relief  of  nasal  blockage. 

An  emotionally  unstable  girl  of  twenty-one 
who  was  known  to  be  markedly  sensitive  to 
ragweed  pollen  presented  herself  when  the 
season  was  at  its  height  in  1961.  She  had  a 
magnificent  display  of  all  manifestations  of 
hayfever.  A number  of  excellent  antihista- 
mines and  intranasal  medications  had  been 
used  without  benefit.  The  mechanistic  par- 
oxysms of  sneezing  were  controlled  with  0.3 
ml.  of  1:1000  epinephrine,  repeated  in  thirty 
minutes.  The  acuteness  subsided,  and  reason- 
able comfort  was  obtained.  She  was  discharged 
on  a prednisone  schedule  and  was  instructed 
in  the  proper  use  of  a hypodermic  syringe.  A 
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disposable  one  containing  0.3  ml.  of  epine- 
phrine was  given  to  her  for  use  if  necessary. 
At  a later  visit  it  was  found  that  she  had 
had  excellent  relief  and  had  not  needed  any 
further  injection. 

The  day  to  day  variation  in  a patient’s 
allergic  manifestations  may  be  such  that  a 
relatively  benign  one  such  as  hayfever  can 
develop  into  an  unbearable  situation  which 
tries  the  physician’s  mettle. 

Acute  Episodes  Of  Asthma 

The  treatment  of  an  acute  episode  of 
asthma  is  quite  like  that  used  for  acute  hay- 
fever.  Though  epinephrine  1:1000  may  be 
given  in  a single  dose  of  1 ml.,  it  should  be 
given  as  noted  before.  This  not  only  is  less 
agitating  to  the  patient  but  over  this  period 
of  time  permits  him  to  slowly  clear  his  bron- 
chial tree  of  secretion.  A prednisone  schedule 
similar  to  that  employed  for  the  amelioration 
of  hayfever  is  suggested.  These  patients 
should  be  taught  to  properly  use  an  epine- 
phrine nebulizer.  Many  times  this  valuable 
aid  is  prescribed  for  them  and  they  are  left 
to  read  an  instruction  sheet  dispensed  with 
the  prescription.  The  result  is  that  they  do 
not  comprehend  what  they  are  expected  to 
do  and  little  is  achieved.  The  author  is  con- 
vinced that  most  failures  with  the  use  of  a 
nebulizer  are  not  due  to  the  fact  that  the 
method  in  itself  will  not  benefit  the  particular 
patient,  but  to  the  improper  use  of  this 
modality. 

It  seems  best  that  these  patients  be  per- 
sonally instructed  in  the  use  of  this  instru- 
ment by  the  physician  himself.  They  must 
know  that  they  are  to  inhale  the  nebulized 
particles  well  into  the  lung.  It  is  necessary 
to  teach  them  to  synchronize  the  compression 
of  the  bulb  with  inhalation,  to  hold  their 
breath  as  long  as  possible  for  maximum  ab- 
sorption and  then  to  exhale  through  the  nasal 
passageways.  Obviously  some  of  the  epine- 
phrine will  not  be  in  contact  with  the  bronchial 


mucosa.  Exhalation  in  this  manner  wiU  per- 
mit it  to  be  absorbed  in  the  nasal  area,  which 
will  help  decongest  this  airway.  Other  medi- 
cations such  as  ephedrine,  usually  in  com- 
bination with  aminophyllin  and  phenobarbital, 
and  potassium  iodide  are  mentioned  only  in 
that  they  are  valuable  but  secondary  to  those 
which  have  been  previously  discussed.  Most 
asthmatics  may  be  managed  with  environ- 
mental control  and  the  proper  use  of  nebu- 
lized epinephrine. 

Desensitization  with  specific  antigens  such 
as  that  of  ragweed  and  timothy  poUen  extract 
or  dust  extract  at  times  is  helpful  in  those  pa- 
tients who,  without  any  reasonable  doubt,  are 
offended  by  these  inhalants  and  with  whom 
reasonable  control  has  otherwise  not  been 
achieved.  Timothy  is  an  early  grass  that  pre- 
sents itself  in  June,  ragweed  comes  in  mid- 
August  and  persists  until  frost,  though  these 
pollens  may  get  into  homes  (particularly  in 
heating  ducts)  and  he  offensive  for  a long  time 
thereafter.  Usually,  treatment  with  mixtures 
of  both  pollens  are  not  needed  as  cross  anti- 
genicity exists.  Here  again,  the  personal 
contact  to  evaluate  the  need  of  a patient  is 
the  factor  that  determines  whether  this  form 
of  treatment  should  be  employed. 

Often  allergic  patients  are  emotionally  un- 
stable. Whether  this  is  secondary  to  their 
allergic  problem  or  whether  it  is  the  natural 
tendency  of  such  people  to  be  “nervous”  and 
aggravate  themselves,  is  not  considered  here. 
A reassuring  physician,  who  dispenses  a rea- 
sonable quantity  of  phenobarbital  such  as 
one-half  grain  (32  mg.)  morning  and  night 
and  a quarter-grain  (16  mg.)  at  noon  and 
suppertime  certainly  can  do  much  to  quiet 
some  of  the  minor  episodes. 

In  conclusion,  a thinking,  deliberating, 
painstaking  physician  can  manage  his  aller- 
gic patients  in  such  a manner  that  they  have 
relative  freedom  from  their  problem  and  from 
the  need  of  constant  medical  attention. 
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CYSTIC  FIBROSIS 
in  a Negro 


* This  is  a report  of  cystic  fibrosis  in  a Negro 
child.  The  incidence  of  Negroes  among  patients 
with  cystic  fibrosis  is  approximately  0.5  % . 


Anthony  Pileggi,  M.D. 


According  to  Nelson’s  Textbook  of  Pedia- 
trics,’ cystic  fibrosis  is  seen  equally  in  both 
sexes  but  is  rarely  seen  in  Negro  infants.. 
Furthermore,  in  a series  compiled  at  Babies’ 
Hospital  in  New  York  1939  to  May  1956,^ 
a striking  racial  predilection  was  found;  of 
397  cases  diagnosed  as  cystic  fibrosis,  only 
2 of  the  cases  concerned  Negroes,  an  incidence 
of  approximately  0.5%. 

This  is  a report  of  a case  of  cystic  fibrosis 
diagnosed  ante-mortem  in  a Negro  infant. 
On  August  11,  1961,  a Negro  boy  who  was 
born  on  January  21,  1961,  weighing  6 

pounds  11  Va  ounces,  was  admitted  to 
the  Pediatric  Ward  because  of  broncho- 
pneumonia. Past  history  revealed  that  the 
child  had  had  a few  “colds”  but  otherwise 
had  had  no  difficiilty.  Significant  physical 
findings  on  admission  revealed  an  11  pound 
4 ounce  Negro  male  in  moderate  respiratory 
distress  with  a somewhat  distended  abdomen 
and  thin  extremities.  The  rectal  tempera- 
ture was  100°  F;  pulse  was  140/minute,  and 
respirations  were  40 /minute.  There  was  flar- 
ing of  the  alae  nasi,  and  intercostal  and  supra- 
clavicular retractions.  The  chest  revealed  no 
areas  of  dullness,  but  there  were  rales  in  the 
left  lower  lung  field  posteriorly.  Chest  x-ray 


Dr.  Pileggi  is  Pediatric  Resident.  Delaware  Hospital,  Wilm- 
ington. 


on  admission  revealed  a bilateral  bronchopneu- 
monia. The  patient  was  placed  in  a croupette 
with  oxygen  and  vapor  and  was  started  on 
penicillin  intramuscularly.  Admission  count 
revealed  a hemoglobin  of  10.7  grams,  hemato- 
crit of  36%,  a WBC  of  17,125  with  55  poly- 
morphonuclears,  8 bands,  31  lymphocytes,  3 
monocytes,  2 eosinophiles  and  1 basophile. 
Admission  urinalysis  was  negative  except  for 
a trace  of  albumin.  The  child  seemed  to  re- 
spond to  the  above  therapy.  A sickle  cell 
preparation,  VDRL,  and  intermediate  strength 
PPD  done  on  admission  were  all  subsequently 
reported  as  negative. 

On  his  third  day  of  hospitalization  the 
patient  developed  a tachycardia  and  the 
liver,  which  heretofore  had  not  been  palpable, 
was  easily  palpated  below  the  right  costal 
margin.  At  this  time  he  was  started  on  a 
bronchodilator  and  digitalized  with  Digoxin. 
He  seemed  to  improve  somewhat  with  this 
therapy  although  still  remaining  in  a serious 
condition.  On  his  sixth  hospital  day  he  was 
resting  quietly  and  his  chest  seemed  fairly 
clear  except  for  some  persistent  rales  at  the 
right  base.  A chest  x-ray  taken  at  this  time 
showed  definite  radiological  improvement. 
Nuchal  rigidity  was  noted  on  his  seventh  day 
of  hospitalization  and  a lumbar  puncture  was 
performed,  the  fluid  obtained  being  clear  and 
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no  cells  being  seen.  A culture  of  the  fluid 
was  reported  as  sterile  after  4 days  of  incu- 
bation. 

His  course  in  the  hospital  continued  up 
and  down  with  a gradual  downhill  trend. 
His  antibiotic  therapy,  which  included  peni- 
cillin, erythromycin,  Chloromycetin  and  kana- 
mycin  at  one  time  or  another,  was  changed 
according  to  the  culture  results.  Culture  re- 
ports mainly  showed  coliform.  Pseudomonas 
and  Klebsiella  organisms.  Approximately  14 
days  after  hospitalization  a screening  sweat 
test  showed  a 3 to  4 plus  reaction.  A repeat 
screening  test  was  negative.  Stools  demon- 
strated fat  globules  as  seen  with  Sudan  III. 
Duodenal  intubation  was  not  done  due  to  the 
patient’s  poor  condition. 

Because  of  his  failure  to  respond  and  his 
gradual  deterioration,  it  was  the  general  feel- 
ing that,  even  though  he  was  a Negro  child, 
cystic  fibrosis  must  be  considered.  Three 
sweat  tests  were  performed  by  the  iono- 
phoretic method  and  elevated  chlorides  were 
found  on  all  three  occasions;  188.5  meg/L; 
164.9  meg./L;  and  156.6  meg./L.  At  this 
time  he  was  placed  on  Pancreatin  and  a glu- 
ten-free diet.  He  continued  a downhill  course 
and  died  a respiratory  death  on  his  37th  day 


of  hospitalization.  The  predominant  organism 
grown  from  several  nasopharyngeal  and  throat 
cultures  prior  to  his  demise  was  Pseudomonas. 

Significant  findings  on  post  mortem  exam- 
ination revealed  the  trachobronchial  tree  to 
be  filled  with  a thick  yellow  mucopurulent 
material.  Microscopically  the  lungs  revealed 
the  larger  and  smaller  bronchi  and  bronchioles 
filled  and  practically  occluded  by  mucopuru- 
lent material.  In  some  areas  the  lining  bron- 
chial mucosa  was  destroyed  and  the  peribron- 
chial tissue  showed  polymorphonuclear  and 
round  cell  infiltration.  Throughout  the  lung 
parenchyma  there  were  patchy  areas  in  which 
the  alveolar  spaces  were  filled  with  inflam- 
matory exudate.  The  pancreas  grossly  ap- 
peared normal.  Microscopically  the  pancreas 
showed  severe  changes  consisting  of  gieatly 
increased  intralobular  and  periacinar  fibrous 
tissue.  There  was  marked  atrophy  and  dis- 
appearance of  acini;  the  islands  of  Danger hans 
were  fairly  well  preserved  in  occasional  areas. 
The  ducts  and  especially  the  acini  were  di- 
lated and  partly  filled  with  a hemogeneous 
eosinophilic  material.  Diffuse  mononuclear 
and  lymphocytic  infiltration  was  present. 
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CLINICAL  NOTICES  AND  MEETINGS 

The  American  College  of  Physicians  will  present  an  opportunity  for  an  hour 
of  postgraduate  instruction  in  urinary  tract  infection  when  it  convenes  in  Phila- 
delphia in  April.  Broadcast  by  FM  radio  at  noon  over  Philadelphia  stations  on 
April  9,  telephone  and  short-wave  radio  will  enable  physicians  not  attending 
the  convention  to  question  the  panel.  This  public  service  to  medical  education 
is  financed  by  Smith  Kline  and  French  Laboratories. 

A A 

The  annual  publication  of  “Reviews  of  Medical  Motion  Pictures”  is  now 
available  on  request  from  the  Film  Library  of  the  A.M.A.  This  publication  is 
prepared  by  the  Division  of  Communications,  Department  of  Medical  Motion 
Pictures  and  Television  and  contains  reprints  of  all  reviews  published  in  The 
tournal  A.M.A.  during  1961. 
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During  the  past  week,  there  has  been  much  discussion  concerning  a 
“Service  Plan”  presented  by  Group  Hospital  Service  for  General  Motors  and 
the  United  Auto  Workers. 

It  is  true  that  two-thirds  of  the  Blue  Shield  plans  in  this  country  are  of 
this  service  type.  This,  however,  does  not  indicate  that  they  are  good,  or 
bad,  or  that  this  is  the  best  type  of  health  insurance. 

It  does  raise  the  question  of  whether  total  medical  care  is  a proper 
bargaining  objective.  It  can  be  only  if  the  third  party  whose  services  are 
bargained  for  is  willing  to  sell  them  at  a pre-determined  price,  without 
regard  for  individual  variances.  Ihe  pre-existence  of  the  M-75  plan  in 
Michigan,  for  which  the  UAW  and  GM  settled  their  contract  dispute,  should 
not  be  looked  upon  as  a commitment  binding  upon  the  medical  profession  in 
Delaware.  Before  there  can  be  any  such  local  commitment,  there  must  be 
local  determination  of  the  willingness  of  physicians  to  participate. 

I wonder,  too,  if  the  real  nature  of  this  service  contract  will  be  properly 
understood  by  the  individuals  it  is  designed  to  cover.  The  benefits  it  pro- 
poses are  by  no  means  a complete  program  of  medical  care.  It  should  be 
the  joint  responsibility  of  GM  and  the  UAW  to  make  it  clear  to  the  employee 
that  he  does  not  have  a blank  check  to  cover  any  contingency  that  arises. 

I believe  serious  illness,  which  produces  expensive  hospital  bills,  should 
be  covered  by  insurance.  But  I also  believe  that  normal,  anticipated  medical 
problems,  such  as  having  a baby,  or  an  appendectomy,  or  care  for  pneumonia 
should  remain  at  least  partly  the  responsibility  of  the  family,  and  should  not 
be  passed  off  as  wholly  the  responsibility  of  the  union  or  the  employer. 

To  my  mind,  the  method  of  presentation  of  this  service  contract  was 
inadequate,  inferior,  and  unprofessional. 
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AMA  Meeting  “Medicine  in  the  Atomic  Age”  will  be  the  theme  of  the  scientific  program 

of  the  111th  Annual  Meeting  of  the  AMA,  June  24*28,  1962  in  Chicago. 
Lemuel  C.  McGee,  M.D.  has  been  appointed  one  of  the  two  coordinating 
secretaries  of  the  general  session  on  Diagnostic  Problems  and  Exfoliative 
Cytologic  Methods. 

The  first  major  clinical  addition  to  Beebe  Hospital  since  1939  is  scheduled 
for  completion  next  September.  Known  as  the  Harry  W.  Lynch  Wing, 
the  3 story  structure  will  house  an  enlarged  obstetrical  department,  ma- 
ternity rooms  and  nursery,  radiology  department,  laboratories,  out-patient 
and  emergency  treatment  room,  and  the  kitchen  and  cafeteria. 

Statistics  There  is  one  doctor  per  2,000  persons  in  the  worid,  according  to  the  World 

Health  Organization.  Individual  countries  have  a ratio  as  high  as  one 
doctor  per  420  inhabitants  (Israel)  and  as  low  as  one  doctor  per  96,000 
inhabitants  (Niger);  United  States  has  790  per  doctor.  Population  in 
the  United  States  is  exploding  in  both  directions.  An  estimated  4,315,000 
babies  were  born  last  year.  According  to  population  experts  the  number 
of  young  people  under  20  years  of  age  will  reach  87,000,000  by  1970; 
people  65  years  or  older  will  number  an  estimated  20  million  by  the  same 
date.  By  that  time  half  of  the  entire  population  of  the  country  wiU  be 
under  20  or  over  65.  Health  Insurance  Institute 

Direct  Quotes  Mr.  Ribicoff’s  dismissal  of  the  AMA-Blue  Shield  proposal  led  the  Wall 

Street  Journal  to  comment: 

“Since  the  Administration  is  much  concerned  with  medical  care  for  the 
aged  these  days,  you  might  suppose  it  would  applaud  the  increasing 
availability  of  this  and  other  types  of  health  insurance  . . . But  no;  the 
Administration  is  demonstrating  it  has  little  if  any  tolerance  for  private 
efforts  . . . This  attitude  inevitably  raises  the  question  whether  Washing- 
ton’s chief  interest  is  in  the  aged  or  merely  in  furthering  extending 
Government  control  over  everyone.” 

Leonard  W.  Larson,  M.D.,  came  before  the  Health  Insurance  Association 
of  America  to  clarify  the  position  of  the  American  Medical  Association  in 
relation  to  the  private  health  insurance  companies: 

“We  oppose  monopoly  in  the  financing  of  medical  care.  In  all  areas  of 
this  country,  in  my  own  speeches,  in  the  speeches  of  my  confreres,  we 
constantly  urge  the  concept  of  all  voluntary  health  insurance  for  all  people 
— not  just  the  aged — as  the  American  way,  the  freedom  of  choice  way. 
We  support  you  in  your  efforts  to  give  Americans  a choice.” 


Beebe  Hospital 
Addition 
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G.  Barrett  Heckler,  M.D.,  has  accepted  appointment  as  a member  of  the 
National  Foundation’s  Health  Scholai’ship  Committee  for  Delaware  . . . 
Nathaniel  Young,  M.D.,  is  on  a 30-day  emergency  leave  from  the  116th 
Surgical  Hospital  (Mobile)  of  the  Delaware  National  Guard  . . . William 
O.  LaMotte,  Jr.,  M.D.,  represented  the  AMA  in  a debate  with  an  Under- 
secretary of  HEW  on  the  Kerr-Mills  Law  at  Charleston,  W.Va.  . . . Dr. 
LaMotte  also  addressed  the  Rotary  Club  in  Petersburg,  Va.,  on  the  King- 
Anderson  Bill  . . . Lawrence  C.  Morris,  Jr.,  addressed  the  Active  Young 
Republicans  on  the  Delaware  Health  Fair  . . . Joseph  R.  Hughes,  M.D., 
was  named  president  of  the  medical  staff  of  St.  Francis  Hospital  (succeed- 
ing Richard  C.  Hayden,  M.D.);  George  J.  Boines,  M.D.,  president-elect; 
Peter  J.  Olivere,  M.D.,  secretary-treasurer;  Drs.  Joseph  W.  Abbiss,  John 
J.  Graff,  Lawrence  J.  Jones,  H.  Thomas  McGuire,  and  Willard  F.  Preston, 
Sr.,  members  of  the  Executive  Committee  . . . With  the  Delaware  Health 
Fair  over,  recognition  should  be  given  to  those  who  contributed  to  its 
outstanding  success:  George  A.  Zurkow,  D.D.S.,  President  of  the  Academy 
of  Medicine  and  ex-officio  member  of  all  committees,  Douglas  M.  Gay, 
M.D.,  Director;  E.  C.  Syrovatka,  L.L.D.,  Executive  Manager;  A.  J.  Morris, 

M. D.,  Arrangements  Chairman;  G.  B.  Heckler,  M.D.,  Exhibits  Chairman; 

N.  L.  Cannon,  M.D.,  Finance  Chairman  and  Mr!  Ashworth  Burslem, 
Publicity  and  Promotion  Chairman  . . . 


An  Opinion  Research  Corporation  survey  from  depth  interviews  with  535 
persons — constituting  an  exact  minature  replica  of  the  total  U.S.  adult 
population — has  exploded  many  medical  myths: 

• More  than  80%  believe  that  it  would  be  better  for  individuals  to  pay 
theii  own  doctors  than  for  taxes  to  be  raised  to  pay  doctors  a salary. 
(It  would  appear  that  4 out  of  5 people  in  the  U.S.  are  against  tax- 
supported  medicine). 

• The  general  practitioner  is  not  on  his  way  out.  Three-fourths  of  the 
public  call  their  family  doctor  first  when  they  need  help  and  believe  that 
good  medical  care  is  centered  around  a particular  family  physician. 

• Sheer  competence,  not  the  long-touted  “bedside  manner,”  is  the  quality 
most  demanded  by  today’s  public.  GP  Magazine. 


Vaccines  against  the  wide-spread  respiratory  infections  are  being  developed 
under  a Vaccine  Development  Program  at  NIH.  Respiratory  disease  is 
recognized  as  the  largest  single  disease  problem  of  man.  In  the  U.S. 
it  causes  loss  of  work-time  of  over  $3  billion  a year;  each  year  in  the 
pre-school  group  there  are  more  than  20  million  respiratory  episodes  of 
fever;  an  estimated  83%  of  all  illnesses  between  birth  and  18  are  caused 
by  acute  respiratory  disease,  according  to  the  Harvard  School  of  Public 
Health.  The  known  viruses  in  about  60%  of  the  serious  respiratory  ill- 
nesses of  hospitalized  children  will  receive  immediate  attention.  Priorities 
will  be  set  up  to  make  prototype  vaccines,  chosen  in  view  of  the  fact  that 
RS  viruses  cause  about  20%  of  these  illnesses;  parainfluenza  viruses  15%; 
PPLO-Eaton  agent  10%  and  adenovirus  10%.  Vaccine  development 
against  enteroviruses  and  entervirus-hke  agents  incriminated  in  respiratory 
disease  of  adults  will  be  explored. 
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Plans  for  the  annual  Spring  Symposium  of 
the  Delaware  Academy  of  General  Practice 
are  nearing  completion.  This  year’s  series  of 
lectures  will  be  devoted  to  pediatric  topics, 
and  will  include  something  new,  some  review, 
and  all  practical  material. 

Registration  will  start  at  9:30  A.M.  and 
the  talks  promptly  at  10  A.M.  A luncheon 
will  be  served.  Registration  fees  are  $5.00  in- 
cluding lunch  at  $3.00  to  those  able  to  at- 
tend the  lectures  only. 

Our  speakers  are  as  follows  (though  not 
necessarily  in  the  same  order) : 

G.  D.  MacEwen,  M.D.,  Assistant  Director 
of  the  Alfred  I.  duPont  Institute,  who  will 
speak  on  common  orthopedic  disorders  of  chil- 
dren. Methods  of  examinations  and  determina- 
tion of  these  defects  will  be  illustrated  by 
slides  and  actual  demonstration  on  children 
so  afflicted.  The  conditions  covered  will  be 
those  seen  (and  frequently  overlooked)  in 
everyday  practice. 

James  B.  Arey,  M.D.,  Ph.D.,  Professor  of 
Pathology  at  Temple  University  School  of 
Medicine  and  pathologist  at  the  St.  Chris- 
topher’s Hospital  for  Children  in  Philadelphia 
will  also  address  us.  An  authority  in  his  field 
who  is  especially  interested  in  “unexplained” 
sudden  death  of  infants  and  children,  Dr. 
Arey  will  discuss  what  may  be  learned  from 
the  pediatric  post-mortem.  This  will  be  a 
warm-up  for  him  as  he  is  scheduled  to  give 
a paper  at  our  national  convention  in  Las 
Vegas  next  month. 

In  response  to  a request  for  a speaker  from 
Dr.  Joseph  Stokes,  Jr.’s  group  at  Children’s 
Hospital  in  Philadelphia,  Dr.  Robert  E.  Weibel 
has  consented  to  bring  us  the  latest  informa- 
tion regarding  the  soon-to-be-released  Measles 
Vaccine.  This  discussion  should  provide  the 
answers  to  many  of  the  questions  we  all  have 
regarding  this  new  immunization  procedure. 
Dr.  Weibel  is  an  instructor  of  pediatrics  at  the 


University  of  Pennsylvania  and  an  assistant 
on  the  staff  at  Children’s. 

We  are  fortunate  to  again  obtain  Dr.  James 
Metzger,  one  of  the  country’s  leading  plastic 
surgeons  and  a recent  contributor  to  Consul- 
tant. Dr.  Metzger  will  talk  on  cosmetic  sur- 
gery in  children.  The  psychological  benefits 
accruing  to  children,  formerly  handicapped  by 
blemishes,  congenital  malformations,  or  de- 
formities after  surgical  correction,  will  be 
emphasized. 

It  is  hoped  that  this  program  will  be  both 
stimulating  and  informative.  The  talks  will 
be  limited  to  forty-five  minutes  in  length  with 
a fifteen  minute  discussion  for  each.  The 
morning  program  begins  at  10  a.m.  sharp. 
Lunch  will  be  at  12:15  p.m.  downstairs  in  the 
Academy.  The  afternoon  session  will  start 
again  at  1:15  p.m.  We  should  conclude  by 
three-thirty. 

Any  physician  or  interested  person,  mem- 
bers or  guests,  are  welcome  to  this  symposium 
and  the  lunch.  To  allow  us  to  have  ample  food 
available,  your  advance  registration  is  urged. 
This  may  be  accomplished  by  sending  your 
check,  made  payable  to  “The  Delaware  Acad- 
emy of  General  Practice,”  to  Mr.  Lawrence 
Morris,  care  of  the  Delaware  Academy  of 
Medicine,  1925  Lovering  Avenue,  Wilmington 
6,  Delaware. 

Education  is  one  of  the  major  purposes  for 
which  the  American  Academy  of  General 
Practice  exists.  In  addition  to  monthly 
scientific  sessions,  the  Delaware  Chapter  pre- 
sents annually  a Spring  Symposium  and  a 
December  Scientific  Program.  Frequently  a 
10  to  12  week  course  designed  for  the  General 
Practice  field  is  offered  in  the  fall.  By  these 
means,  we  endeavor  to  continually  keep  up 
to  date  with  the  rapid  advances  in  medicine. 
By  arranging  them  ourselves,  material  and 
presentation  suited  to  our  particular  needs  is 
assured. 

W.  D.  Shellenberger,  M.D. 
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ANAPHYLACTIC  DRUG  REACTIONS 

In  a recent  editorial  in  this  Journal  (De- 
cember, 1961)  under  the  heading  of  “Iatro- 
genic Disease,”  we  called  attention  to  an 
article  in  the  November  25th  issue  of  the 
JAMA  in  which  Feinberg  discussed  the  im- 
portant problem  of  allergic  response  of  patient 
to  medicine.  He  developed  the  discussion  that 
with  the  tremendous  advances  in  therapeutics 
and  the  many  new  drugs  coming  into  use  daily 
that  we  would  see  an  increase,  rather  than  a 
decrease,  in  these  allergic  responses.  He 
specifically  discussed  the  role  of  a number  of 
the  most  common  offenders  and  discussed  the 
means  by  which  these  reactions  could  be 
prevented. 

The  importance  of  this  problem  is  reflected 
by  another  article  in  the  same  Journal 
(January  6,  1962)  by  Kern. 

While  the  original  article  should  be  con- 
sulted by  all  physicians  who  prescribe  any 
medication  at  any  time,  his  four  rules  for 
prevention  of  anaphylactic  drug  reactions  are 
as  follows; 

1.  Prevention  must  begin  with  the  avoid- 
ance of  unnecessary  sensitization. 

2.  Particular  care  should  be  taken  to  avoid 
sensitization  in  those  with  an  allergic  history 
or  a strong  allergic  heredity. 

3.  Avoid  the  routine  use  of  depot  penicillin. 

4.  Topical  application  of  antibiotics  is  not 
good  practice. 

His  seven  precautions  for  administering  an 
allergic  drug  to  any  patient  should  be  read 
in  the  original  article.  The  seventh  rule,  how- 
ever, states  that  the  best  thing  to  do  in  the 
presence  of  a present  or  past  sensitivity  to 
a particular  substance  is  to  use  another  drug. 

While  much  has  been  written  on  this  sub- 
ject in  the  past  few  months,  it  is  only  being 


written  because  of  the  necessity  to  do  so. 
If  we  are  to  avoid  tragic  experience  in  the 
future,  great  care  must  be  used  along  these 
lines. 

SPIT  IT  OUT,  JUNIOR 

Garrison  and  Moffit  report  a case  of  poison- 
ing by  Imipramine  Hydrochloride  (Tofranil) 
in  a 22  month  old  child  who  had  taken  20 
tablets  (25  mg.  each)  unbeknownst  to  his  par- 
ents. Because  it  was  the  time  for  the  child^s 
daily  nap,  the  fact  that  he  became  drowsy  and 
slept  was  not  noted  for  about  an  hour.  After 
a stormy  course  of  approximately  twenty-four 
hours  during  which  period  the  outcome  fre- 
quently was  in  question,  the  child  finally 
recovered  and  apparently  there  was  no  per- 
manent damage. 

Unfortunately,  many  cases  of  accidental 
poisoning  occur  each  year  in  which  the  out- 
come is  not  so  happy. 

Near  the  end  of  their  article,  the  authors 
wonder  why  it  is  not  possible  to  add  an  emetic 
or  bitter  substance  to  all  toxic  drugs  to  prevent 
either  accidentaly  or  intentional  overdosage? 
This  indeed  seems  like  an  idea  that  deserves 
further  consideration  and  we  hope  that  the 
Council  on  Drugs  of  the  AMA  will  look  into 
this  matter. 

BEST  WISHES  TO: 

Mr.  Donald  J.  Valentine,  Assistant  Director 
of  the  Delaware  Hospital  for  the  past  four 
years  has  recently  been  appointed  Associate 
Director  of  the  Charleston  General  Hospital 
in  Charleston,  W.Va. 

Mr.  Valentine  was  most  helpful  to  the  edi- 
torial staff  of  the  Journal  during  his  stay  at 
the  Delaware  Hospital  and  the  members  of 
that  staff,  while  sorry  to  see  him  leave  Wil- 
mington, wish  him  the  very  best  in  his  new 
location. 
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REPORT  ON  THE 

SECOND  NATIONAL  CONFERENCE  OF  THE 
JOINT  COUNCIL  TO  IMPROVE  THE  HEALTH  CARE 
OF  THE  AGED 

From  all  parts  of  the  country,  members  of 
the  Second  National  Conference  on  Aging 
converged  on  chilly  Chicago  on  December  15- 
18,  1961,  and,  as  the  Delaware  delegate  from 
the  State  Medical  Auxiliary,  I felt  privileged 
to  be  among  them.  The  theme  “Aging  Comes 
of  Age”  was  introduced  as  actually  a very 
new  national  concern,  and  yet  the  number  of 
studies  and  interested  organizations  involved 
in  this  new  emphasis  was  astonishing  to  me. 

This  conference,  held  by  the  Joint  Council 
to  Improve  the  Health  of  the  Aged,  was  spon- 
sored by  the  American  Dental  Association, 
the  American  Hospital  Association,  the  Ameri- 
can Medical  Association  and  the  American 
Nursing  Homes  Association.  The  subjects  of 
the  papers  delivered  ranged  from  scientific 
gerontological  research  to  an  actual  example 
of  a community  tackling  the  problem  in  a 
remarkable  “Operation  Bootstrap.”  This  last 
was  one  of  the  high  spots  of  the  convention. 
Dr.  L.  J.  Rossi,  who  presented  the  story,  was 
inteiTupted  many  times  by  applause,  and 
finally  by  a standing  ovation.  He  described 
how  the  town  of  Hopedale,  111.,  population  500, 
first  raised  money  for  a 20  bed  hospital  in 
1955;  how  within  a year  a nursing  home  was 
added;  then  a residence  for  elderly  people; 
then  nurses’  quarters.  This  three  hospital 
unit  was  financed  entirely  by  the  area  without 
federal  funds. 

The  focus  of  this  conference  was  the  current 
social,  economic  and  health  status  of  the  aged. 
The  rapidly  growing  elderly  population  will 


affect  the  structure  of  our  society  in  the 
future,  and  planning  should  be  done  now.  One 
aspect  of  the  economic  status  of  the  aged  that 
interested  me  was  presented  by  Professor  of 
Economics,  John  G.  Myers  of  the  University 
of  Colorado.  He  emphasized  the  increasing 
tendency  on  the  part  of  women  to  work, 
especially  in  later  life.  This  tended  to  increase 
family  income  and  provide  pension  benefits 
for  the  wife  in  later  years. 

Several  state  plans  for  improving  health 
care,  such  as  that  worked  out  by  the  New 
York  State  Joint  Council  to  improve  the 
Health  Care  of  the  Aged  were  introduced. 
The  new  York  program  was  sponsored  by  the 
State  Medical  Society  and  emphasized  educa- 
tion of  the  public  and  the  physicians. 

This  national  conference — the  second  of  its 
kind  ever  to  be  held — served  as  a symposium 
for  the  varied  agencies  and  organizations  who 
deal  with  the  aged  and  their  problems.  Medi- 
cal, mental,  dental,  social,  religious  and  eco- 
nomic aspects  were  covered  by  specialists  in 
each  field.  The  integration  and  correllation 
of  the  efforts  of  these  various  groups  seems 
a Herculean  task,  but  a conference  of  this  sort 
serves  to  educate  not  only  the  members  them- 
selves with  the  wide  scope  of  the  problem,  but 
also  the  public  at  large.  As  a member  of  that 
public,  I was  very  glad  to  have  had  the  op- 
portunity to  attend  this  conference. 

As  an  auxiliary  member,  I was  delighted 
to  see  how  smoothly  all  of  the  registration  was 
handled  by  the  medical  auxiliary  in  Chicago 
which  contributed  greatly  to  the  success  of 
the  conference. 

Mrs.  A.  J.  Morris 
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ESOPHAGEAL  HIATAL  HERNIA 


* Herniation  through  the  esophageal  hiatus  of 
the  diaphragm  is  more  commonly  recognized 
today  and  repaired  surgically  than  in  the  past. 
It  may  be  congenital  or  acquired.  It  is  the  second 
most  common  type  of  diaphragmatic  hernia  noted 
at  birth  and  the  most  common  type  encountered 
in  adults.^ 


John  B.  Flick,  Jr.,  M.D. 


Types 

Two  anatomic  types  of  esophageal  hiatal 
hernia  occur — the  “short  esophagus”  type  and 
the  paraesophageal  type.  The  “short  esopha- 
gus” type  is  by  far  the  more  common,  rep- 
resenting about  two-thirds  of  cases.  The  “short 
esophagus”  type  hiatal  hernia  is  thought 
to  result  from  the  closure  of  the  diaphragm 
in  embryonic  life  about  the  incompletely  de- 
scended thoracic  stomach.^  Even  though  fur- 
ther descent  of  the  stomach  occurs,  the 
esophageal  hiatus  will  be  abnormally  large. 
This  enlargement  of  the  hiatus  permits  the 
phreno-esophageal  ligament  to  yield  to  the 
strain  of  intra-abdominal  pressures,  resulting 
in  an  acquired  hiatal  hernia  in  which  the 


Dr.  Flick  is  Consultant  in  Thoracic  Surgery,  Veteran’s  Adminis- 
tration Hospital,  Wilmington,  and  Assistant  Attending  Surgeon  (in 
charge  of  Thoracic  Surgery),  Bryn  Mawr  Hospital.  Bryn  Mawr,  Pa. 


esophagogastric  junction  moves  up  into  the 
thoracic  cavity  simulating  a short  esophagus. 
It  is  also  commonly  referred  to  as  a “sliding” 
esophageal  hiatal  hernia. 

To  be  differentiated  from  this  type  of  hiatal 
hernia,  is  the  rare  true  congenital  short  esopha- 
gus. Here  the  failure  of  the  esophagus  to 
elongate  in  fetal  life  results  in  arrest  of  the 
descent  of  the  stomach,  placing  it  in  the 
posterior  mediastinum.  In  such  cases,  the 
stomach  has  never  occupied  a normal  intra- 
abdominal position  and  the  condition  should 
not  be  classified  as  a hernia,  and  no  hernia 
sac  is  present. 

Para-esophageal  hiatal  hernia  is  a less  com- 
mon anatomic  type  than  the  “short  esopha- 
gus” type.  Here  the  esophagus  is  normal  in 
length,  the  cardia  normal  in  position  and  the 
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Fig.  1 . Paraesophageal  hiatal  hernia  with  stomach 
upside  down  in  the  right  chest. 


herniation  of  peritoneum  occurs  beside  the 
esophagus  in  the  hiatus.  The  small  para- 
esophageal hiatal  hernia  contains  only  the 
fundus  of  the  stomach  in  the  herniated  peri- 
toneal sac,  but  as  it  enlarges  more  and  more 
stomach  is  involved.  Since  the  lesser  curva- 
ture of  the  stomach  is  firmly  anchored  in  the 
abdomen  by  the  gastrohepatic  ligament,  and 
the  greater  curvature  free,  the  stomach  ro- 
tates as  it  herniates  and  ultimately  the  greater 
curvature  becomes  uppermost,  producing  the 
“upside  down  stomach.”  The  transverse  colon 
and  great  omentum  often  are  drawn  into  the 
hernia  .sac  by  the  traction  on  the  gastrocolic 
omentum. 

Symptomafology 

Hiatal  hernia  may  be  present  without  pro- 
ducing any  symptoms  or  there  may  be  symp- 
toms which  mimic  many  abdominal  or  thor- 
acic diseases.  The  symptoms  of  the  sliding 
or  “short  esophagus”  type  of  esophageal  hiatal 
hernia  depend  chiefly  on  the  incompetent 
closing  mechanism  of  the  cardia,  permitting 
gastric  secretions  to  reflux  into  the  lower 
esophagus.  This  results  in  burning  epigastric 


Fig.  2.  Case  1 after  three  weeks  of  medical  therapy. 


or  retrosternal  pain  and  regurgitation  of 
stomach  contents  into  the  throat,  especially 
in  the  recumbent  position.  Regurgitation  may 
be  so  marked  that  if  the  patient  bends  over 
after  a meal,  the  food  will  come  up  as  easily 
as  it  went  down.  Peptic  esophagitis  may 
result  in  ulceration  with  dysphagia  and  bleed- 
ing and  secondary  anemia.  Medical  treat- 
ment for  ulcer — anti-acids  and  bland  diet,  etc., 
gives  partial  or  total  relief  of  the  esophagitis, 
but  regurgitation  of  stomach  contents  per- 
sists. If  untreated  medically  or  surgically, 
the  reflux  esophagitis  of  a sliding  hiatal  hernia 
may  result  in  permanent  scarring  or  stenosis 
of  the  lower  esophagus. 

In  the  para-esophageal  type  of  hiatal  hernia, 
the  closing  mechanism  at  the  cardia  is  com- 
petent and  gastric  juice  does  not  escape  into 
the  lower  esophagus  and  these  patients  do 
not  suffer  from  the  esophagitis  characteristic 
of  the  “short  esophagus”  type.  They  may 
complain  of  fullness  after  meals,  gaseous  eruc- 
tations, dyspnea,  pain  about  the  heart,  or 
retro-sternal  area.  The  symptoms  are  fre- 
quently relieved  by  belching.  Symptoms  of 
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peptic  ulcer  may  occur  without  ulcer  or  ulcera- 
tion may  develop  in  the  herniated  stomach. 
Patients  with  para-esophageal  hernia  may 
manifest  a chronic  anemia  due  to  prolonged 
loss  of  hlood  or  they  may  have  severe  hemor- 
rhages. In  large  para-esophageal  hernia  tor- 
.sions  and  volvulus  or  perforation  of  the  stom- 
ach, or  transverse  colon  can  occur.  The  symp- 
toms and  x-ray  findings  are  not  uncommonly 
interpreted  as  evidence  of  a pneumothorax 
or  an  empyema. 

Case  Reports 

Case  1,  a 64  yr.  old  white  man  was  ad- 
mitted to  the  V.  A.  Hospital,  Wilmington, 
Delaware,  on  March  10,  1960,  critically  ill 
with  complaints  of  abdominal  pain,  chest 
pain  and  vomiting  since  February  1960.  The 
patient  stated  that  he  was  noted  to  have  a 
hiatal  hernia  ten  years  before  in  a Naval 
Hospital  but  advised  not  to  have  surgical  cor- 
rection of  the  hernia.  He  had  had  recurrent 
attacks  of  epigastric  pain  radiating  into  his 
back  and  into  the  left  upper  quadrant  of  the 
abdomen  every  two  to  three  months.  His 
most  recent  attack  in  Feburary  1960  was 
associated  with  profound  weakness,  anemia 
and  weight  loss  in  14  pounds.  Physical  ex- 
amination revealed  rales  in  both  lower  lung 
fields  posteriorly,  marked  tympany  and  ab- 
sence of  breath  sounds  over  the  right  lower 
chest  and  paleness  of  the  skin  and  mucus  mem- 
branes. The  patient  was  treated  with  anti- 
biotics, gastric  suction  and  intravenous  fluids 
and  a flat  film  of  the  abdomen  obtained  on 
3/15/60  (Fig.  1).  This  showed  an  “upside 
down  stomach”  almost  entirely  in  the  right 
lower  chest.  Because  the  patient  was  thought 
to  have  bilateral  lower  lobe  bronchopneumonia 
and  congestive  heart  failure,  he  was  treated 
medically  with  antibiotics,  digitalis  and  intra- 
venous fluids,  and  his  anemia  corrected  by 
transfusions.  By  4/7/60,  he  was  greatly  im- 
proved but  a chest  x-ray  (Fig.  2)  showed 
persistence  of  a large  gas  filled  shadow  in  the 
right  lower  chest  and  congestion  of  the  left 
lower  lung  field.  On  4/21/60  an  upper  G.I. 
series  (Fig.  3)  was  made  demonstrating  the 
stomach  almost  entirely  located  in  the  right 
chest  with  the  greater  curvature  uppermost. 
The  patient  was  eating  a normal  diet  without 


Fig.  3.  G.I.  series  demonstrating  paraesophageal 
hiatal  hernia  with  greater  curvature  of  stomach 
uppermost  and  in  the  right  chest. 


difficulty  at  this  time  and  continued  to  im- 
prove and  gain  weight.  On  5/17/60  a right 
thoracotomy  through  the  bed  of  the  7th  rib 
was  carried  out  by  Drs.  Edward  Mehne  and 
C.  Davis  Belcher.  A large  paraesophageal 
hernia  was  found  in  the  right  lower  chest  ad- 
herent to  the  right  lower  lobe  of  the  lung. 
Through  an  incision  in  the  right  diaphragm, 
away  from  the  esophageal  hiatus,  the  herni- 
ated stomach  was  freed,  returned  to  the  ab- 
domen, sutured  to  the  under  surface  of  the 
diaphragm  and  the  enlarged  esophageal  hiatus 
closed  about  the  esophagus  so  as  to  admit 
only  a fingertip  alongside.  The  patient’s  post- 
operative convalescence  was  uneventful  and 
a chest  x-ray  on  5/23/60  showed  a normal 
post-operative  condition  (Fig.  4).  A subse- 
quent G.I.  series  confirmed  the  location  of 
the  stomach  in  the  abdomen  with  no  reflux 
of  gastric  contents  into  the  esophagus. 

Case  2,  a man,  age  41,  was  admitted  to 
Bryn  Mawr  Hospital  on  11/5/56  with  com- 
plaints of  abdominal  pain,  retrosternal  burn- 
ing and  dysphagia  and  dyspnea.  Physical  ex- 
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amination  revealed  a patient  with  very  pale 
skin  and  mucus  membranes  and  a hemoglobin 
of  six  grams.  The  anemia  was  corrected  by 
blood  transfusions  and  the  patient  treated 
with  anti-acids,  anti-spasmodics  and  sedation 
for  suspected  peptic  ulceration.  A subsequent 
G.I.  series  revealed  a large  sliding  type  of 
esophageal  hiatal  hernia  but  no  ulceration  of 
stomach  or  duodenum  could  be  demonstrated. 
The  patient  was  discharged  improved  on 
11/29/56  on  medical  treatment.  He  was  re- 
admitted to  the  hospital  on  1/10/57,  for  sur- 
gical correction  of  his  hiatal  hernia.  On 
1/11/57  a left  thoracotomy  was  done  through 
the  bed  of  the  8th  rib  and  a large  sliding 
hiatal  hernia  found  extending  up  to  the  level 
of  the  inferior  pulmonary  vein  of  the  left 
lung.  The  esophageal  hiatus  admitted  four 
fingers  easily  and  a hiatal  hernia  repair  was 
performed  after  the  method  of  Allison.^  Post- 
operative recovery  was  rapid  and  uneventful 
and  all  the  symptoms  disappeared.  The  pa- 
tient was  discharged  from  the  hospital  on 
1/19/57.  He  denied  symptoms  of  reflux 
esophagitis  or  reguritation  when  seen  in 
January  1960. 

Discussion 

Esophageal  hiatal  hernia  may  cause  symp- 
toms suggesting  peptic  ulcer,  esophageal  car- 
cinoma, achalasia,  gall  bladder  disease,  pan- 
creatitis, coronary  heart  disease  or  empyema 
and  can  be  readily  diagnosed  by  appropriate 
x-ray  studies.  It  is  a common  cause  of  acute 
or  chronic  G.I.  bleeding.  The  symptoms  of 
the  sliding  or  “short  esophagus”  type  of  hiatal 
hernia — those  of  reflux  esophagitis — will  gen- 
erally distress  the  patient  enough  to  seek 
treatment.  The  symptoms  of  para-esoph- 
ageal hiatal  hernia  are  usually  the  result  of 
pressure  on  the  herniated  stomach  or  a sur- 
rounding organ  and  more  difficult  to  recognize. 
The  medical  treatment  of  sliding  hiatal  hernias 
may  be  very  successful  when  esophageal  re- 
gurgitation is  not  a serious  problem  and  should 
be  employed  in  poor  risk  patients  and  in  the 
aged.  The  complications  of  unsuccessful 
medical  treatment  of  sliding  hiatal  hernias 
include  serious  hemorrhages  and  anemia, 
esophageal  ulceration  and  stenosis,  carcinoma- 
tous change  in  esophagus  or  herniated  stom- 


Fig.  4.  Case  1 six  days  after  surgical  repair  of 
paraesophageal  hiatal  hernia. 


ach  and  perforation  of  esophagus  or  stomach. 
To  prevent  these  serious  complications,  good 
risk  patients  with  significant  hiatal  hernias 
should  have  surgical  correction  of  the  hernia. 
The  operation  today  is  attended  by  a low 
mortality,  can  be  done  through  the  abdomen 
or  the  chest,  and  has  a high  degree  of  efficacy. 
The  objective  of  surgery  in  cases  of  sliding 
hiatal  hernies  is  not  only  to  reduce  the  herni- 
ated stomach  into  the  abdomen  and  fasten  it 
there,  but  also  to  restore  again  a competent 
sphincter  at  the  cardia.  The  repair  of  para- 
esophageal hiatal  hernia  is  generally  easier 
and  more  likely  to  be  followed  by  good  re- 
sults. 

With  increasing  experience,  esophageal 
hiatal  hernias  should  be  recognized  earlier, 
the  possibilities  of  serious  complications  bet- 
ter appreciated,  and  the  disrupted  anatomy 
and  physiology  restored  to  normal  by  surgical 
correction  at  an  earlier  stage.  The  recent 
refinements  in  blood  transfusion,  surgical 
technique  and  anesthesia  make  surgical  cor- 
rection safer  than  ever  before. 
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PNEUMONIA 

AS  A PRIMARY  CAUSE  OF  DEATH 
In  Men  Under  Fifty 


* Young  people  still  die  from  pneumonia  and 
the  disease  is  sometimes  missed,  even  in  a hospital 
environment,  unless  the  physician  has  an  aware- 
ness for  the  diagnosis. 


Respiratory  infections  have  been  a leading 
cause  of  death  throughout  history.  This  has 
continued  up  until  the  past  few  decades.  The 
great  interest  in  pneumonia  and  its  importance 
in  medical  practice  was  reflected  in  the  enor- 
mous literature  recorded  in  the  early  decades 
of  the  20th  century.  Many  series  of  cases 
have  subsequently  been  analyzed  from  large 
institutions, '•-•5  small  general  hospitals^’’’*’  and 
and  private  practices.^  In  1920,  in  the  major 
cities  of  the  Middle  Atlantic  States,  the  death 
rate  from  pneumonia  and  influenza  was  121.6 
per  100,000.®  There  was  no  significant  change 
until  1937,  when  sulfonamides  were  intro- 
duced. There  occurred,  thereafter,  a remark- 
able change  in  the  mortality,  and  in  a more 
subtle  way,  the  clinical  picture  of  this  disease. 
In  the  same  cities  referred  to  above,  by  1940 
the  rate  had  fallen  to  55.7  per  100,000.  The 
same  phenomenon  occurred  in  hospital  prac- 
tice. At  Philadelphia  General  Hospital  the 
mortality  of  lobar  pneumonia  had  dropped 
from  31%  in  1936-37  to  10%  in  ’40-’41.9  A 
small  community  hospital  reflected  a pneu- 
monia death  rate  of  36.5%  in  1927-31  and  15.- 
5%  in  1937-41.’  Following  the  availability  of 
Penicillin,  a further  but  less  spectacular  de- 
cline occurred.  It  is  little  wonder  men  were 
writing  about  the  “conquest”  of  pneumonia.'® 


Dr.  Jones  is  Acting  Chief  of  Nfedical  Service,  Veterans  Ad- 
ministration Hospital,  Wilmington 


William  G.  Jones,  M.D. 

Still  other  changes  from  the  “textbook  pic- 
ture” became  apparent.  In  1948  Israel,  et  al, 
noted  that  lobar  pneumonia  was  becoming 
more  frequent  in  the  aged  and  giving  an  ap- 
parent increase  in  mortality.^®  They  also  noted 
the  loss  of  marked  leukocytosis  and  of  the 
dramatic  response  to  treatment.  They  felt 
this  was  due  to  the  presence  of  viral  pneumonia 
of  varying  virulence  with  superimposed  bac- 
terial infection.  Other  authors  have  more 
recently  emphasized  that  the  incidence  of 
pneumonia  has  not  actually  changed,"  nor 
has  there  been  much  change  in  the  relative 
frequency  of  the  various  types. 

The  classic  differences  between  lobar  and 
bronchopneumonia  were  rarely  seen.*'*  Pneu- 
monia as  seen  by  the  pathologist  has  also  un- 
dergone alteration.  Comparing  autopsy  find- 
ings during  the  period  1925-29  with  those  in 
1950-56,  Grampa  and  Aniceti'^  noted  increased 
thickening  of  septal  walls,  fibrous  organization 
and  foam  cells  in  alveolar  exudate.  They  pos- 
tulated that  persistent  fibrous  exudate,  pro- 
longed hepatization  and  endalveolar  prolifera- 
tion were  important  factors,  and  these  fea- 
tures appeared  more  frequently  in  patients 
having  prolonged  antibiotic  treatment. 

More  recently  the  emergence  of  staphylo- 
coccal pneumonia,  with  its  high  mortality  rate 
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and  frequent  complications,  and  the  resurg- 
ence of  post-pneumonic  empyema  have  been 
notedJ^ 

In  spite  of  the  remarkable  advances,  a few 
writers''^  began  emphasizing  that  people  were 
still  dying  of  pneumonia.  Pleas  were  made 
for  earlier  treatment,  and  more  careful  watch- 
ing of  the  patient  with  chronic  disease, 
especially  those  with  alcoholism.  The  in- 
creasing importance  of  pneumonia  in  the 
older  age  group  was  noted  in  the  series  by 
Dowling  and  Lepper  in  which  older  persons 
had  62%  of  all  the  deaths  but  only  26%  of 
the  disease. 

Method 

Because  of  the  belief  that  this  theoretically 
curable  disease  was  still  a killer  of  younger 
adults,  the  present  study  was  undertaken. 
A dual  approach  was  used.  Case  material 
consisted  of  adult  male  veterans,  age  50  or 
under,  admitted  to  the  Veterans  Administra- 
tion Hospital  in  Wilmington,  Delaware  during 
the  period  1950-1960.  In  the  first  part  of  the 
study  all  the  records  were  reviewed  of  male 
patients  under  age  50  who  had  a final  clinical 
diagnosis  of  some  type  of  pneumonia.  In- 
formation abstracted  included  the  following: 
Age,  duration  between  onset  and  treatment, 
type  of  treatment,  associated  diseases,  results 
of  sputum  cultures,  whether  cultures  were 
obtained  before  or  after  treatment  was  started, 
x-ray  findings  and  complications.  Those  cases 
ending  fatally  were  studied  to  determine  if 
pneumonia  could  be  considered  the  primary 
cause  of  death.  Excluded  were  terminal  pneu- 
monias of  patients  with  lingering  illness,  those 
associated  with  widespread  metastasis  or 
uremia.  No  attempt  was  made  to  differentiate 
bacterial  from  viral  pneumonia. 

The  second  part  consisted  of  a review  of  the 
autopsy  protocols  and  clinical  records  of  all 
patients  age  50  or  under,  during  the  same 
period,  who  were  given  the  final  pathological 
diagnosis  of  any  type  of  pneumonia,  excluding 
tuberculosis.  A search  was  made  for  cases  in 
which  pneumonia  could  be  considered  the 
primary  cause  of  death.  The  ages  and  as- 
sociated pathological  diagnosis  were  recorded. 
A clinical  diagnosis  had  not  been  made  in  any 


of  these  cases.  Excluded  were  those  with 
lingering  illness,  cachexia,  widespread  meta- 
stasis, terminal  uremia,  or  other  conditions 
which  might  have  caused  the  patient’s  death 
at  that  time.  Admittedly,  such  a selection 
defies  precise  criteria  and  must  be  based  on 
clinical  judgment.  Nonetheless,  the  good 
clinical  records,  frequent  progress  notes  and 
detailed  case  summaries  by  the  ward  physi- 
cians, made  such  a study  feasible. 

Results 

A.  Clinical  Diagnoses  of  Pneumonia: 

Between  the  years  1950-1960  inclusive 
there  were  122  cases  of  pneumonia  re- 
corded as  a final  clinical  diagnosis  in  men 
under  50.  (A  greater  total  number  than 
this  was  actually  diagnosed,  but  some 
of  the  records  had  been  transferred  to 
other  hospitals  and  were  no  longer  avail- 
able.) Of  these,  12  died  and  6 of  the  latter 
had  pneumonia  as  the  primary  cause  of 
death. 

(1)  Ages — the  ages  ranged  from  18  to  50. 
The  average  of  those  110  surviving 
patients  was  39.2  years.  The  average 
of  the  6 patients  dying  was  37. 

(2)  Duration  between  onset  and  treat- 
ment— this  was  recorded  for  93  cases 
and  varied  between  1 and  120  days 
with  an  average  of  13.6  days.  In 
none  of  the  6 dying  of  primary  pneu- 
monia could  the  onset  be  accurately 
determined  from  the  charts. 

(3)  Treatment — this  consisted  of  the 
usual  supportive  methods  plus  the 
more  common  antibiotics.  No  at- 
tempt was  made  here  to  evaluate 
various  regimens. 

( 4 ) Associated  diseases — of  the  group  sur- 
viving, alchoholism  was  present  in  17 
cases.  Eight  had  emphysema  or 
asthma.  Alcoholism  was  also  present 
in  2 of  6 who  died.  No  other  condi- 
tions were  unusually  prominent. 

(5)  Results  of  sputum  cultures — Twenty- 
two  patients  did  not  have  sputum  cul- 
tures taken.  In  11  no  growth  was 
reported  and  8 had  “normal  flora”  as 
a specific  report.  The  vast  majority 
of  the  others  contained  varying  mix- 
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tures  with  no  pure  cultures.  In  4 
cultures  staphylococcus  aureus  was 
reported  along  with  other  organisms. 
In  31  cases  antibiotic  treatment  was 
started  before  cultures  were  obtained. 
This  was  usually  done  by  the  refer- 
ring physician.  Viral  studies  were 
not  done  in  a significant  enough  num- 
ber to  record. 

A variety  of  organisms  were  also  iso- 
lated from  the  sputa  of  the  6 patients 
with  pneumonia  as  a primary  cause 
of  death  in  this  clinically  diagnosed 
group.  One  patient  had  staphylococ- 
cus aureus  predominating. 

(6)  X-ray  findings  were  variable.  37 
showed  areas  of  increased  density, 
29  diffuse  mottling,  17  lobar  pneu- 
monia, 16  effusion  and  14  “increased 
markings.”  The  remainder  showed  a 
large  variety  of  x-ray  findings.  In  the 
six  patients  who  died,  one  showed  an 
extensive  infiltrate,  one  lobar  consoli- 
dation, one  diffuse  mottling,  one 
patchy  consolidation,  and  two  general- 
ized increased  markings. 

(7)  Complications — there  were  12  deaths 
6 of  which  could  be  directly  attributed 
to  pneumonia.  These  patients  all  had 
associated  diseases.  However  it  was 
believed  that  death  would  not  have 
occurred  without  respiratory  infec- 
tions. Two  of  these  patients  were 
autopsied.  One  had  mild  fatty  infiltra- 
tion of  the  liver  and  the  other  esopha- 
gitis. Sixteen  patients  had  effusions, 
2 had  cavities,  and  none  had  empy- 
ema. 

B.  Cases  Diagnosed  Only  at  Autopsy: 

During  the  time  of  the  study  a total  of 
922  autopsies  were  performed  in  all  age 
groups.  Considering  only  those  men  age 
50  or  under,  there  were  10  cases  who  had 
a significant  degree  of  pneumonia  which 
was  not  diagnosed  clinically  and  which 
played  a large  role  in  the  patient’s  demise. 
In  6 of  these,  pneumonia  was  the  primary 
cause  of  death  as  discovered  post  mortem, 
and  as  reviewed  in  retrospect  from  the 
clinical  record.  These  consisted  of  the 
following; 


(1)  47  year  old  man  who  had  anterior 
chest  pain,  weakness  and  rusty  sputum 
for  an  indefinite  period  of  time.  Lungs 
were  reported  “clear  to  examination” 
on  admission.  Died  the  next  day.  At 
autopsy:  Extensive  bronchopneu- 
monia; cirrhosis  of  the  liver. 

(2)  42  year  old  man  with  known  active 
pulmonary  tuberculosis  who  developed 
diabetic  acidosis.  Responded  partially 
to  treatment  and  was  out  of  coma 
when  he  expired.  Electrolytes  were 
normal  at  the  time.  At  autopsy:  Old 
fibrocaseous  pulmonary  tuberculosis 
with  acute  superimposed  non-tubercu- 
losis bronchopneumonia. 

(3)  49  year  old  chronic  asthmatic  who 
became  gradually  more  dyspneic  over 
a period  of  one  month.  Treated  with 
bronchodilators  and  expectorants  but 
no  antibiotics.  At  autopsy:  Broncho- 
pneumonia; bullous  emphysema. 

(4)  31  year  old  cirrhotic  who  had  an  in- 
filtrate at  the  right  apex  in  x-ray  was 
treated  for  4 days  with  Penicillin 
which  was  then  stopped.  X-ray  taken 
at  that  time  showed  the  area  of  mot- 
tled density  to  be  “barely  noticeable.” 
Patient  died  6 days  later.  At  autopsy: 
Complete  consolidation  of  right  upper 
lobe. 

(5)  35  year  old  alcoholic  being  treated 
for  what  was  believed  to  be  viral 
meningitis.  Patient  eventually  died. 
At  autopsy:  Findings  in  brain  meager; 
sections  of  meninges  later  interpreted 
by  Armed  Forces  Institute  of  Path- 
ology as  being  tuberculosis  meningitis; 
also  had  extensive  bronchopneumonia 
in  left  upper  lung  and  left  lower  lung. 

(6)  34  year  old  cirrhotic  with  cough  for  2 

weeks.  Had  “few  rhonchi  in  chest” 
on  admission.  Given  antibiotics  and 
became  afebrile,  but  died  6 days  after 
admission.  At  autopsy:  Bilateral 

bronchopneumonia  and  regenerative 
cirrhosis. 

Discussion 

The  mortality  of  pneumonia  has  varied 
greatly  from  one  series  to  the  next,  usually 
due  in  part  to  the  inclusion  of  aged  patients 


April,  1962 


111 


Delaware  Medical  Journal 


or  those  with  terminal  bronchopneumonia.  In 
one  recent  review  of  2997  cases  in  a private 
hospital  Becker  & Kerr  report  an  overall 
mortality  of  5%  in  all  ages.^’  Pneumococcus 
was  the  most  commonly  isolated  organism 
and  an  increase  in  empyema  was  noted  due  to 
staphylococcus.  The  latter  had  a 31%  mor- 
tality, and  37%  had  pleural  effusions.  The 
mortality  for  pneumococcal  pneumonia  was 
4.2%  and  for  viral  was  1.9%. 

In  some  parts  of  the  world  pneumonia  is 
considered  a mild  disease.  In  a report  from 
Zanzibar  and  Somaliland  there  was  only  2 
deaths  in  203  cases;  one  had  Friedlanders 
bacillus  infection  and  the  other  Candida. 
91%  of  these  were  under  age  50.^' 

The  wide  spectrum  of  results  in  routine 
sputum  cidtures  has  been  criticized  as  having 
little  clinical  value.  It  has  been  suggested 
that  the  presence  or  absence  of  associated 
disease  is  more  important  in  guiding  therapy 
than  bacteriological  cultures,  and  that  the 
latter  are  unnecessary  in  the  age  group 
15-60.'^  In  the  series  reported  from  the  Vet- 
erans Hospital  in  Wood,  Wisconsin,  bacteremia 
was  the  most  valuable  guide  in  predicting 
complications;  11  of  12  patients  with  positive 
blood  cultures  had  complications  and  their 
3 deaths  out  of  85  cases  all  had  positive  blood 
cultures. 

Alcoholism  has  long  been  associated  with 
respiratory  infections.  This  was  the  most 
common  associated  disease  in  the  present 
series.  Cardiovascular  disease  was  not  im- 
portant, due  no  doubt,  to  the  age  limits  of 
the  present  study.  In  the  series  by  Jacobs-^ 
cardiovascular  disease  occurred  as  a complica- 
tion in  95%. 

The  presence  of  6 deaths  primarily  due  to 
pneumonia  out  of  122  cases  in  men  under  50 
emphasize  that  people  still  die  from  this  dis- 
ease even  when  recognized  clinically  and 
treated  in  a hospital  environment.  Perhaps 
more  important  is  the  fact  that  during  this 
same  period  of  time  an  even  number  of  pa- 
tients died  from  pneumonia  that  was  not 
recognized  by  experienced  ward  physicians. 
In  these  instances  preoccupation  with  associ- 
ated disease  no  doubt  was  partly  to  blame. 


One  might  also  suspect  too  much  reliance  on 
one  particular  antibiotic,  their  inadequate  use 
in  patients  who  really  need  them,  and  per- 
haps their  unnecessary  use  in  these  patients 
in  preceding  years.  The  clinician  must  still 
treat  respiratory  infection  with  due  respect 
and  must  be  alert  for  them  in  patients  with 
chronic  disease,  especially  alcoholism  and  pul- 
monary emphysema.  In  spite  of  our  potent 
therapeutic  and  refined  diagnostic  techniques 
we  cannot  as  yet  discard  our  stethoscopes. 

Summary 

Clinical  records  were  reviewed  of  all  men 
under  50  admitted  to  the  Veterans  Administra- 
tion Hospital,  Wilmington,  Delaware  during 
the  years  1950-1960  with  a diagnosis  of  pneu- 
monia. Six  of  122  died  with  pneumonia  as 
the  primary  cause  of  death.  All  autopsy  pro- 
tocols during  this  same  period,  and  for  the 
same  age  group,  were  also  reviewed,  and  it 
was  concluded  another  6 patients  died  from 
pneumonia  which  was  not  clinically  recognized. 
Pneumonia  is  still  an  important  disease  in 
young  adults. 
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HETEROTOPIC  OSSIFICATION 
IN  PARAPLEGIA 

A Case  Report 


* Heterotopic  ossification  in  paraplegia  is  not  a common  finding. 
When  it  does  occur,  it  presents  a distinct  problem  to  further  re- 
habilitation. All  attempts  should  be  made  to  prevent  this  com- 
plication because  surgical  correction  has  not  been  successful  in 
the  past.  The  authors  discuss  theories  of  etiology  and  prevention. 
A case  of  successful  surgical  resection  is  presented. 


Heterotopic  ossification  in  paraplegia  was 
first  reported  in  1918  by  Dejerine  and  Ceil- 
lier.^  Since  this  time  very  few  cases  have  been 
reported, parti culary  those  requiring  op- 
erative removal  of  the  abnormal  bone.  Sur- 
gical resection,  in  general,  has  been  unsuccess- 
ful primarily  because  of  infection  or  a recur- 
rence of  the  ossification.  In  four  cases  with 
complete  ankylosis  of  the  joint,  reported  by 
Armstrong-Ressy,  Weiss,  and  Ebel,--^  only  one 
case  showed  improvement  after  surgical  re- 
section. The  following  unusual  case  was 
treated  at  the  Veterans  Administration  Hos- 
pital in  Wilmington. 

Case  History 

A Negro  man,  aged  22  years,  awoke  on 
September  8,  1959  with  a sustained  priapism. 
Prior  to  this  time  his  health  had  been  excellent. 
When  the  priapism  was  not  relieved  during 
the  next  24  hours  with  hot  Sitz  baths  and 
oral  medications,  he  was  admitted  to  a hos- 
pital. 

Physical  examination  at  the  time  of  ad- 
mission was  normal  except  for  a temperature 
of  101°F,  a pulse  of  118,  and  the  priapism. 

Laboratory  work  on  admission  revealed 
30,000  WBC’s  with  94  per  cent  neutrophils. 
Urine  examination  was  completely  negative. 
Sickle  cell  preparation,  direct  and  indirect 
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Coomb’s  Test,  and  a serology  were  negative. 
Total  serum  protein  were  7.6  grams  per  cent 
with  an  albumin-globulin  ratio  of  3.9  over 
3.7.  Roentgenograms  of  the  lumbo-sacral 
spine  and  pelvis  were  negative.  The  spinal 
fluid  was  within  normal  limits. 

Upon  admission  to  the  hospital,  the  pria- 
pism was  treated  with  Heparin  injections  into 
each  corpora  cavernosum  without  relief.  Later 
the  same  day  he  was  given  a spinal  anesthesia 
with  complete  relief  of  the  priapism.  Within 
an  hour  following  the  spinal  anesthesia,  he 
developed  severe  low  back  pain  with  the  fol- 
lowing physical  findings:  edema  at  the  site 
of  the  lumbar  puncture,  flaccid  paraplegia, 
hypesthesia  of  the  L4  to  Si  dermatomes, 
bladder  dilatation  and  rectal  sphincter  paraly- 
sis. An  emergency  laminectomy  was  perform- 
ed; an  extradural  and  subarachnoid  hematoma 
from  the  level  of  L3  to  L5  was  found.  There 
was  no  immediate  improvement  after  surgery. 
An  abscess  of  the  penis  developed  following 
the  Heparin  injections.  This  was  followed 
by  a sacral  decubitus  ulcer  and  progressive 
bony  proliferation  about  the  right  hip.  The 
latter  was  treated  with  deep  roentgen  therapy. 
Following  the  development  of  the  sacral  ulcer, 
the  patient  was  placed  on  a Foster  reversible 
frame  and  spent  a large  part  of  the  time  in 
the  prone  position.  He  was  transferred  to 
the  Wilmington  Veterans  Administration  Hos- 
pital on  November  18,  1959,  nine  weeks  after 
the  onset  of  his  symptoms. 
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Figure  1.  Pre-operative  roentgenograms  (lateral) 
of  the  right  hip.  (Space  did  not  permit  publica- 
tion of  AP  film. ) 


Physical  examination  on  admission  to  the 
VA  Hospital  revealed  a fairly  well  nourished, 
young  Negro  male,  with  pain  in  the  right  hip 
and  right  knee.  The  abnormal  physical  find- 
ings were  a muco-purulent  discharge  from  the 
urethral  meatus,  a large  sacral  and  left  but- 
tock decubiti,  a flaccid  paraplegia,  and  a 
hypesthesia  in  the  “saddle”  area.  There  were 
no  deep  tendon  reflexes.  There  was  only  60 
degrees  of  flexion  in  the  right  hip. 

Laboratory  studies  on  admission  were  within 
normal  limits,  except  for  a WBC  count  of 
20,000  with  78  per  cent  neutrophils,  8.8  grams 
per  cent  hemoglobin,  and  a 28  volume  per 
cent  hematocrit.  Urinalysis  revealed  a 3 + 
proteinuria  with  a microscopic  examination 
showing  masses  of  WBC’s  and  RBC’s.  Total 
serum  protein  was  7.9  grams  per  cent  with 
an  albumin-globulin  ratio  of  2.9  over  5.0.  A 
urine  culture  showed  E.  Coli  and  Pseudomonas 
aeruginosa. 

Course  In  The  Hospital 

Following  transfusions,  the  hemoglobin  was 
13.2  grams  per  cent  and  the  hematocrit  40 


Figure  2.  Post-operative  roentgenogram  (lateral) 
of  right  hip.  (Space  did  not  permit  publication 
of  AP  film. ) 


volume  per  cent.  This  raised  his  total  serum 
protein  to  7.8  grams  per  cent  with  an  albumin- 
globulin  ratio  of  4.3  over  3.5.  By  January 
1960,  control  of  his  bladder  sphincter  was 
regained  and  a catheter  has  not  been  re- 
quired since.  Throughout  his  uninterrupted 
hospitalization,  there  has  been  a remarkable 
return  of  muscle  power  in  his  lower  extremi- 
ties. All  major  muscle  groups,  except  for 
the  dorsiflexors  of  the  feet,  have  shown  a 
complete  return;  short  leg  Klenzak  braces 
have  been  used  for  the  foot  drop.  Since 
March  of  1961,  the  urinalysis  have  been 
normal  and  the  urine  cultures  sterile.  Pain 
which  developed  in  the  right  knee  was  re- 
lieved with  two  injections  of  Hydrocortisone 
into  the  proximal  end  of  the  medial  collateral 
ligament. 

In  July  of  1961,  the  patient  underwent  a 
left  ischiectomy  with  a rotation  of  a skin  and 
subcutaneous  flap  to  close  the  sacral  decu- 
bitus. Following  this,  the  patient  became 
ambulatory.  He  continued  to  complain  of 
pain  on  motion  in  the  right  hip,  especially 
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with  flexion.  This  was  most  noticeable  when 
sitting  in  a chair  or  on  a commode. 

Roentgenograms  of  the  pelvis  on  admission 
revealed  an  early  bone  proliferation  from  the 
right  ilium  as  well  as  from  the  femur.  Serial 
roentgenograms  were  made  throughout  his 
hospitalization.  These  revealed  increasing 
amounts  of  mature  bone.  The  immediate  pre- 
operative roentgenogram  is  shown  in  Figure  1. 
The  post-operative  roentgenogram  is  shown  in 
Figure  2. 

Surgical  Treatment 

On  3 November  1961,  a subtotal  excision 
of  the  extra  articular  ossification  of  the  right 
hip  was  performed.  This  was  approached 
through  an  anterior  hip  incision  with  detach- 
ment of  the  rectus  femoris  muscle.  A false 
joint  was  found  between  the  mature  bony 
proliferation  extending  distally  from  the  ilium 
and  proximally  from  the  femoral  shaft.  As 
much  as  possible  of  the  bone  was  resected, 
allowing  an  increase  in  flexion  to  beyond  90 
degrees.  Upon  closing  of  the  wound,  post- 
operative suction  was  used  and  200  ccs.  of 
bloody  fluid  obtained.  There  was  primary 
healing  of  the  wound.  When  last  evaluated, 
three  months  after  surgery,  the  patient  was 
ambulatory  with  nearly  complete  relief  of 
pain  and  with  105  degrees  of  flexion  in  the 
right  hip. 

Theories  Of  Pathogenesis 

Various  theories  have  been  proposed  con- 
cerning the  formation  of  bone  in  soft  tissue  in 
paraplegia.  Dejerine  and  Ceillier’  believed 
that  there  were  two  factors  in  the  production 
of  hetero topic  ossification;  first,  a local  factor 
produced  by  the  persistent  edema  in  the  soft 
tissue  which  has  been  correlated  with  the 
fact  that  ossification  occurs  mainly  in  the 
portions  of  the  body  which  have  been  in  the 
dependent  position  for  the  major  portion  of 
the  time  and,  second,  a central  or  neurological 
factor. 

Leriche  and  Policard'  believed  that  hetero- 
topic ossification  in  the  connective  tissue  oc- 
curred near  deposits  of  calcareous  salts.  They 
felt  that  the  level  of  calcium  actually  increased 
in  the  local  ti.ssue  because  of  the  general 
hyperemia  as  a result  of  the  injury  and  by 


decalcification  of  the  adjacent  bones  through 
disuse. 

The  authors  believe  that  some  basic  change 
must  occur  locally.  Lippman*^  states  that  the 
collagen  must  change  to  a specific  type  under- 
going metaplasia,  as  is  seen  in  bone,  which 
allows  crystallization  to  take  place  in  associa- 
tion with  the  collagen  fiber. 

Discussion 

In  the  case  reported  here,  the  patient  made 
an  excellent  recovery  from  his  paraplegia. 
He  does  not  fall  exactly  into  the  group  de- 
scribed in  the  literature,  in  which  there  is 
an  almost  complete  paraplegia  with  notably 
poor  results  following  resection  of  the  hetero- 
topic bone.  In  this  case  the  heterotopic  os- 
sification was  resected  two  years  following  its 
appearance,  at  which  time  the  bone  was  quite 
mature  and  there  was  not  a complete  bony 
ank3dosis.  The  surgery  was  indicated  to  in- 
crease motion  and  relieve  pain  rather  than  to 
actually  relieve  a pre-existing  complete  bony 
ankylosis,  as  is  the  case  in  most  other  reports 
in  the  literature. 

It  has  been  stated  by  Damanski,^  Street, 
and  Armstrong-Ressy-'^  that  the  heterotopic 
ossification  in  paraplegia  is  being  observed 
much  less  frequently  in  recent  years.  It  is 
the  authors’  feeling  that  with  good,  early  care, 
proper  diet,  the  prevention  of  decubiti,  and 
frequent  turning  of  the  patient  to  prevent 
local  edema  associated  with  early  ambulation, 
the  process  of  heterotopic  ossification  can  be 
prevented  in  the  majority  of  cases. 
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* Antibiotics  have  contributed  to  the  decrease  in 
hospital  admissions  for  appendicitis.  The  author 
questions  the  safety  of  conservative  methods  and 
the  wide  spread  feeling  that  appendicitis  is  not 
dangerous. 


C.  Davis  Belcher,  M.D. 


Many  of  us  can  recall  that  in  our  medical 
school  and  early  hospital  days  appendicitis 
was  a common  and  greatly  feared  disease. 
Diagnosis  was  sometimes  obscure,  complica- 
tions serious,  and  death  not  infrequent. 

Historically  speaking  acute  appendicitis  is 
a new  diagnosis.  Probably  it  existed  for 
centuries  but,  if  so,  it’s  toll  was  slight  com- 
pared with  that  exacted  by  typhoid  fever, 
cholera,  typhus,  tuberculosis  and  other  infec- 
tions which  could  invade  the  structures  with- 
in the  abdomen.  Tremendous  strides  in  public 
health  centering  about  clean  food,  water  and 
sewage  disposal  followed  the  early  bacterio- 
logical discoveries. 

In  Army  Camps  during  the  Spanish  Ameri- 
can War  one-fifth  of  the  men  had  typhoid 
fever  and  there  were  1580  deaths  for  107,973 
troops,  which  is  a death  rate  of  1460  per 
100,000.  With  appendicitis  20  per  100,000  is 
a higher  rate  than  has  ever  been  reported  for 
this  country  as  a whole.  It  is  easy  to  see 
that  it  would  be  difficult  to  distinguish  cases 
of  acute  appendicitis  under  such  conditions. 
Improved  diagnostic  techniques  differenti- 
ated these  intestinal  ailments  and  led  to  their 
control.  Appendicitis  flared  as  a bright  new 
star  as  the  other  faded  away.  The  same 
bacteriological  discoveries  that  virtually  eradi- 
cated many  intestinal  diseases  also  made 
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surgery  safer.  Appendicitis  could  now  be 
diagnosed — it  could  also  be  operated  upon. 
There  was  no  appreciable  interval  between 
the  time  the  disease  was  recognized  and  the 
time  specific  operative  therapy  was  attempted. 
We  have  no  record  of  the  natural  course  of 
this  disease  without  such  treatment. 

That  many  mild  cases  subside  is  apparent 
from  findings  at  operation  and  the  histories 
given  by  patients.  However,  a mild  attack  of 
appendicitis  is  difficult  to  distinguish  from  a 
gastrointestinal  upset  so  we  gather  impressions 
but  little  proof.  Prison  camps,  countries  at 
war,  or  primitive  lands  might  provide  some 
data  on  untreated  cases  if  it  were  not  that  the 
enteric  diseases  are  much  more  prevalent  under 
such  circumstances. 

As  surgeons  became  familiar  with  this  dis- 
ease they  found  that  the  unruptured  appendix 
in  the  early  stages  of  inflammation  could  be 
removed  with  relative  safety  and  there  was 
no  argument  but  that  simple  appendicitis 
should  be  treated  by  surgical  removal.  This 
policy  was  maintained  because  when  simple 
appendicitis  was  not  operated  upon  the  com- 
plications could  be  severe  and,  all  too  often, 
fatal. 

How  fast  did  these  complications  occur? 
If  delay  occurred  what  could  be  anticipated 
as  time  passed?  Many  studies  of  acute  ap- 
pendicitis in  the  preantibiotic  era  are  worth 
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reviewing,  but  I wish  to  call  particular  atten- 
tion to  the  one  from  Cleveland^  for  the  years 
1930-1941,  which  covered  about  20,000  cases 
of  appendicitis  that  were  operated  upon.  This 
study  showed  the  effect  of  delay  or  lack  of 
it  in  17,980  of  these  where  the  history  was 
sufficiently  complete  to  allow  the  delay  period 
to  be  evaluated. 

It  is  apparent  that  at  that  time  (1)  many 
cases  of  appendicitis  progressed  rapidly  and 
even  though  admitted  less  than  36  hours 
after  onset  of  their  illness  some  would  be 
ruptured;  (2)  that  the  death  rate  for  opera- 
tion on  an  unruptured  appendix  was  small 
but  rose  with  delay  even  without  rupture;  (3) 
that  the  death  rate  from  a ruptured  appendix 
was  high  for  cases  operated  upon  early  and 
became  higher  with  delay.  It  was  shown  that 
the  overall  death  rate  for  simple  acute  appendi- 
citis was  0.8  precent  while  for  appendicitis 
with  rupture  it  was  16.5  percent,  twenty  times 
as  large.  The  proper  treatment  of  appendicitis 
was  early  surgery;  any  mention  of  delay  was 
anethema. 

Publication  of  this  study  was  delayed  by  the 
war.  It  was  published  in  1946  and  by  then 
the  picture  was  rapidly  changing.  The  period 
since  the  beginning  of  World  War  II  saw  many 
improvements  from  the  standpoint  of  surgical 
treatment. 

Lanman-  commenting  on  the  treatment  of 


appendicitis  at  Children’s  Hospital  in  Boston 
stated  that  in  July,  1944,  there  had  been  248 
consecutive  cases  without  fatality,  then  a 
single  death  occurring  four  months  postopera- 
tively  due  to  a metastatic  brain  abscess,  which 
they  regarded  as  a break  in  their  series,  and 
following  that,  up  to  April,  1950,  there  were 
588  consceutive  cases  without  a death.  Fifty 
to  sixty  percent  of  these  cases  were  ruptured 
and  all  were  operated  within  a few  hours  of 
admission. 

In  1956,  Bolman,  Lloyd,  and  Johnson^  re- 
ported on  a series  of  391  consecutive  cases  of 
perforated  appendicitis  without  mortality. 

Debate  as  to  the  nonoperative  or  operative 
treatment  of  the  very  sick  patient  gradually 
yielded  in  favor  of  operation  as  soon  as  the 
patient  could  tolerate  surgery.  The  advan- 
tages of  confirming  diagnosis,  halting  further 
contamination  from  a perforated  appendix, 
establishing  drainage  if  indicated,  decreasing 
the  period  of  morbidity,  and  removing  the 
appendix,  if  possible,  so  that  further  attacks 
are  prevented  convinced  most.  More  hospitals 
and  better  trained  surgeons  became  available 
and  better  highways  extending  into  remote 
areas  facilitated  transport  of  patient  from 
home  to  hospital.  Safer  spinal  anesthetics 
simplified  operations.  The  Miller  Abbott  and 
Cantor  intestinal  tubes,  the  availability  of 
blood  for  transfusions,  numerous  antibiotics 
and  laboratory  technics  for  determining  bac- 
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terial  sensitivity,  and  the  better  knowledge 
of  body  electrolytes  and  the  necessary  steps 
to  maintain  electrolyte  balance  contributed 
much  to  the  avoidance  of  complications  or 
their  treatment.  The  decline  in  appendicitis 
mortality  has  been  marked  and  is  now  thought 
to  be  below  1 per  100,000. 

Such  reports  produced  a change.  A more 
casual  attitude  appeared;  one  suspects  more 
laxatives  were  used;  more  ice  bags  were  ap- 
plied and  delay  was  increased  to  permit  a 
trial  of  antibiotic  therapy.  By  1951,  Boyce^ 
writes  decrying  the  almost  child-like  faith  in 
chemotherapeutic  and  antibiotic  drugs  and 
pointing  out  that  nonoperative  treatment  with 
such  drugs  is  being  used  illogically  and  indis- 
cretely.  In  1955,  Royster  and  Webb^  stress 
the  hazards  of  procrastination.  People  were 
dying  not  because  they  didn’t  see  a doctor, 
not  because  the  condition  wasn’t  recognized, 
but  because  the  complications  of  appendicitis 
were  allowed  to  develop  while  a futile  effort 
was  made  to  arrest  the  disease  with  antibio- 
tics. 

But  was  this  effort  always  futile?  In  1959, 
some  figures  were  presented  by  Castleton, 
Preston  and  Sauer"  in  an  effort  to  detennine 
whether  or  not  appendicitis  was  decreasing 
in  frequency.  They  studied  two  groups  of 
hospitals,  city  and  rural,  for  the  years  1941 
and  1956. 

The  hospitals  supplying  these  data  were 
widespread.  Close  to  twice  as  many  surgical 
procedures  were  done  in  1956  in  both  the  city 
and  rural  hospitals  as  were  done  in  1941.  Yet 
the  number  of  cases  of  appendicitis  declined 
over  40  percent.  If  allowance  is  made  for  the 
increase  in  population  in  this  15  year  period 
a still  greater  reduction  in  appendicitis  became 
apparent.  In  1941,  the  population  of  the  U.S. 
was  133  million  and  in  1956,  167  million.  This 
is  an  increase  of  25  percent.  If  the  incidence 
of  appendicitis  was  the  same  in  1956  as  in 
1941,  the  number  of  cases  that  could  have 
been  anticipated  in  1956  would  have  been 
three  times  the  actual  number. 

If  the  attack  rate  is  constant  we  are  ad- 
mitting to  hospitals  less  than  one-half  of  the 
cases  we  should  expect.  It  may  be  that  vita- 


mins, dietary  changes,  public  health  improve- 
ments or  some  other  factor  that  escapes  exact 
evaluation  may  have  played  a great,  if  un- 
recognized, part;  but  it  is  obvious  that  the 
widespread  use  of  antibiotics  has  occurred  in 
the  period  between  these  observations.  It  is 
harder  to  believe  that  appendicitis  has  under- 
gone some  peculiar  mutation  than  to  believe 
that  antibiotics  are  arresting  many  early  cases. 
Such  forms  of  treatment  were  soon  beinf  ap- 
praised. They  were  inevitably  termed  con- 
servative rather  than  radical,  because  anything 
which  keeps  the  patient  away  from  the  sur- 
geon is  called  convservative,  regardless  of  the 
outcome.  But,  in  this  case,  it  is  hard  to  find 
fault  with  the  result. 

Coldrey,^  reporting  from  England  in  1959, 
relates  his  experience  for  the  years  1953  thru 
1957.  Over  400  cases  were  treated  primarily 
with  antibiotics.  The  only  fatality  was  a 78 
year  old  man,  admitted  with  appendicitis  and 
cardiac  failure.  At  first  Coldrey  operated  on 
all  early  acute  cases  and  used  chemotherapy 
on  those  who  had  been  ill  more  than  24  hours. 
With  increasing  confidence,  he  treated  all 
with  antibiotics  and  gave  up  advising  interval 
appendectomies.  The  data  for  1957  shows 
that  out  of  171  cases,  10  developed  an  abscess, 
of  which  two  had  to  be  drained,  and  26  had 
recurrence  of  their  appendicitis  following  ces- 
sation of  treatment  and  required  appendec- 
tomy. For  those  36  individuals  then,  which 
represented  20  percent  of  the  total,  hospitaliza- 
tion was  prolonged.  In  addition,  136  were 
still  carrying  their  appendices  and  only  time 
would  show  whether  these  individuals  were 
more  or  less  prone  to  appendicitis  in  the  future 
than  their  attack-free  fellows. 

One  can  find  many  faults  with  this  form 
of  treatment,  and  many  have,  possibly  because 
they  see  the  trees  and  ignore  the  forest.  The 
truly  important  thing  here  is  that  he  got  away 
with  it.  Most  of  us  would  have  predicted 
catastrophe.  Coldrey  showed  that  appendi- 
citis treated  without  immediate  surgery  did 
not  result  in  disaster.  This  was  very  impor- 
tant. 

Surgeons  generally  continued  to  feel  that 
early  acute  appendicits  should  be  operated 
feeling  that  such  treatment  produced  minimal 
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mortality,  shortest  hospitalization,  and  zero 
recurrence  rate.  But  for  the  patient  admitted 
with  peritonitis,  or  possible  abscess,  the  prob- 
lem was  not  so  simple.  Here  lies  the  major 
cause  of  mortality  in  appendicitis.  In  the 
old  days  operations  frequently  injured  by 
spilling  pus  from  abscesses,  spreading  a local- 
ized peritonitis,  or  exhausting  an  already 
weakened  patient.  Many  forms  of  delay  were 
tried  and  some  found  considerable  favor;  but, 
as  mentioned  earlier,  improved  surgical  tech- 
niques and  facilities  gradually  worked  against 
them.  Despite  the  excellent  records  made  by 
some  hospitals  in  caring  for  such  complicated 
cases,  the  persistent  mortality  in  appendicitis 
was  largely  the  result  of  these  complications. 
Coldrey’s  report  provoked  much  self  analysis. 
Here  in  its  final  phase  was  a considerable 
series  of  consecutive  cases  treated  with  anti- 
biotics primarily,  surgery  only  when  absolutely 
necessary  or  electively,  with  zero  mortality. 

In  1961,  Bonilla,  Hughes  and  Bowers^  re- 
ported on  a study  carried  out  at  Tripler  Army 
Hospital  on  the  treatment  of  ruptured  ap- 
pendix. They  had  performed  a total  of  4,876 
appendectomies  since  1948  with  one  death 
which  occurred  in  a four  year  old  child  with 
peritonitis  who  from  hindsight  they  felt  was 
operated  too  early.  Their  present  routine  is 
for  early  cases  of  acute  appendicitis,  believed 
to  be  unruptured,  to  be  operated  at  once. 
Those  believe  to  be  ruptured  whose  tempera- 
ture and  pulse  respond  to  intravenous  therapy, 
consisting  of  intravenous  fluids  and  intra- 
venous antibiotics,  are  also  promptly  operated 
as  soon  as  this  desired  result  occurs.  Those 
who  do  not  respond  and  have  persistence  of 
peritoneal  signs,  or  those  admitted  with  a 
palpable  mass,  are  treated  conservatively  with 
antibiotics  and  fluids.  Later  appendectomies 
are  done.  In  their  study  everyone  who  had 
appendicitis  had,  sooner  or  later,  an  appendec- 
tomy. Such  a regimen  seems  to  offer  all  the 
advantages  and  none  of  the  disadvantages 
present  with  a single  method. 

Mortality  figures  alone  will  not  help  much 
in  comparing  different  forms  of  treatment. 
When  the  mortality  drops  to  one  in  several 
hundred  cases  it  is  obvious  this  may  be  bad 
luck  as  well  as  poor  judgment.  If  practically 


everyone  is  going  to  recover,  then  future 
studies  should  tell  us  much  more  about  the 
length  of  stay  in  hospital,  the  total  amounts 
and  types  of  antibiotics  used,  the  exact  com- 
plications that  occur,  and  the  total  time  lost 
until  the  patient  returns  to  school  or  work. 
In  addition,  it  is  to  be  hoped  someone  will 
follow  up  several  hundred  cases  of  individuals 
who  have  been  treated  by  chemotherapy  alone 
and  still  have  their  appendices.  Do  these 
represent  firecrackers  with  a slow  fuse,  or  are 
they  no  more  threat  than  a normal  appendix? 
This  we  will  have  to  know. 

Military  developments  in  the  last  half  cen- 
tury scattered  personnel  all  over  the  globe  in 
areas  remote  from  adequate  surgical  facilities. 
Appendicitis  has  always  been  feared.  Among 
German  submariners  there  was  a strong  feel- 
ing favoring  prophylactic  appendectomy. 

Norman^  reporting  on  our  submarine  op- 
erations during  World  War  II  mentions  that 
in  11  instances  appendicitis  made  it  necessary 
to  abandon  planned  operations.  Three  ap- 
pendectomies were  performed  on  submarines 
by  hospital  corpsmen  assisted  by  members  of 
the  crew. 

Such  emergency  surgery  is  hazardous  in 
the  extreme  and  all  too  frequently  beset  by 
complications.  In  1958,  Bowers,  Hughes,  and 
Bonilla’*'  analyzed  a series  of  cases  of  ap- 
pendicitis received  at  Tripler  Army  Hospital 
from  outlying  military  installations.  Some  had 
been  operated,  others  had  been  treated  con- 
servatively. The  operated  group  showed  more 
complications  and  greater  morbidity  than  the 
conservatively  treated  group  and  required 
longer  hospitalization.  They  expressed  the 
definite  opinion  that  emergency  appendectomy 
be  considered  a “must”  only  where  facilities 
and  personnel  are  adequate.  Otherwise  con- 
servative therapy  and  transfer  to  more  ade- 
quate facilities  is  advisable. 

In  1959,  Houck,”  a naval  officer  stationed 
at  the  South  Pole  for  a year  relied  upon  this 
report  and  treated  acute  appendicitis  conserv- 
atively with  favorable  results. 

In  the  preantibiotic  era  the  death  rate  for 
all  unruptured  acute  cases  operated  upon  in 
Cleveland  within  36  hours  of  onset  was  0.5 
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percent.  With  our  modern  armamentarium 
this  figure  approaches  the  vanishing  point. 
Will  chemotherapy  alone  do  as  well?  For 
many  of  us  letting  time  slip  by  unless  com- 
pelled by  geography  or  inadequate  facilities 
sesms  to  be  flirting  with  disaster. 

We  are  certain  to  hear  more  discussion  be- 
cause inevitably  the  conservative  form  of  treat- 
ment will  receive  wider  trial.  It  is  to  be  hoped 
that  bad  results  will  be  reported  as  well  as 
good — only  in  this  way  can  an  accurate  evalu- 
ation become  possible. 
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MOBILIZATION 

OF  A UNITED  STATES  ARMY  RESERVE 
HOSPITAL 


Kurt  Sachs,  M.D 
Colonel,  Medical  Corps,  U.S.  Army  Reserve 


In  September  1961  the  personnel  of  the 
805th  Station  Hospital,  U.S.  Army  Unit  from 
Wilmington,  Delaware,  were  still  “deployed” 
in  their  varied  civilian  occupations  and  family 
homes.  One  month  later  they  were  wearing 
Uncle  Sam’s  uniform  at  Fort  Chaffee,  a newly 
reactivated  Army  post  in  the  Ozarks,  under 
orders  to  put  the  U.S.  Army  Hospital  in  oper- 
ation. The  officers  and  men  were  well  prepared 
for  this  task.  Realistic  Sunday  training  in 
patient  care  had  been  held  at  the  Veterans 
Administration  Hospital  in  Elsmere  during 
prior  years.  At  the  Air  Force  Base  Hospital 
in  Dover  more  recently,  and  during  the  last 
three  summers,  50  bed  dispensaries  were  op- 
erated in  support  of  troops.  The  experience 
at  Camp  Pickett  last  summer  where  the  unit 
had  opened  medical  facilities  which  had  been 
closed  for  seven  years  was  especially  valuable. 

Administrative  processing  upon  entry  on 
extended  active  duty  was  accomplished  by  the 
unit’s  own  personnel  in  Wilmington.  Most  of 
the  officers  and  men  made  use  of  the  permission 
granted  to  travel  to  camp  in  their  own  auto- 
mobiles. 

When  we  arrived  at  Fort  Chaffee,  we  found 
a cantonment-type  hospital  of  World  War  II 
vintage  which  had  been  closed  and  in  moth 
balls  since  1959.  There  was  some  of  the  basic 
furniture,  hardly  any  equipment,  but  much 
dust  and  debris. 


Dr.  Sachs  is  Commanding  Olhcer  and  Post  Surgeon  at  Fort 
Chaffee;  Chief  of  Medical  Service,  Veterans  Administration  Hospital. 
Wilmington. 


Civilian  carpenters,  pipe  fitters,  plumbers 
and  electricians  were  already  at  work,  but 
the  small  work  force  available  could  not  com- 
plete even  urgent  repairs  before  many  weeks. 
Equipment  and  supplies  were  in  warehouses 
and  arriving  by  rail  and  truck  every  day. 

The  crack  100th  Reserve  Training  Division 
from  Kentucky  which  had  arrived  earlier  was 
already  training  recruits.  Every  morning  long 
before  day  break  there  could  be  heard  the 
cadence  count  and  the  stamping  feet  of  march- 
ing men  and  later  in  the  day  the  boom  and 
distant  clatter  of  practice  firing  from  the 
ranges.  I was  given  the  privilege  of  reviewing 
the  entire  division  on  parade,  an  inspiring 
never-to-be-forgotten  sight.  There  could  be 
no  further  proof  of  the  error  of  those  who 
decry  the  decadence  and  widespread  delin- 
quency of  American  youth. 

Hospital  Headquarters  and  food  services 
were  quickly  established  after  my  arrival  at 
Fort  Chaffee.  Buildings  were  selected  for 
wards  and  clinics,  and  the  herculean  task  of 
cleaning  and  scrubbing  was  begun.  This  phase 
was  supervised  by  nurses,  and  thanks  to  their 
devotion  and  to  the  hard  work  of  the  men, 
rubbish  and  dirt  disappeared  and  the  buildings 
became  habitable  again.  Equipment  and  other 
supplies  were  requisitioned  and  properly 
placed.  Several  other  Medical  and  National 
Guard  Units,  mostly  from  Little  Rock  and 
other  parts  of  Arkansas,  had  arrived  in  the 
meantime.  Their  personnel  were  assigned  to 
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Hospital  positions  side-by-side  with  the  Re- 
servists from  Wilmington,  preserving  as  far  as 
possible  the  integrity  of  each  of  the  seven 
units.  Medical  Officers  began  operation  of  dis- 
pensaries upon  arrival.  The  first  patient  was 
admitted  to  the  U.S.  Army  Hospital,  Fort 
Chaffee,  only  nine  days  after  arrival  of  the 
Reservists  from  Wilmington  at  Fort  Chaffee. 
The  capability  of  the  Laboratory,  starting  with 
urinalyses  and  complete  blood  counts,  was  ex- 
panded until  it  was  equal  to  one  found  in  any 
General  Hospital. 

The  American  Red  Cross  cooperated  pro- 
viding blood  for  our  bank  until  procurement 
of  blood  directly  from  military  donors  could 
be  organized.  X-Ray  Service,  Operating  Room 
and  Maternity  Suite,  Out-Patient  (depend- 
ents) and  Specialty  Clinics,  Physical  Therapy 
and  Optometry  Departments  became  opera- 


tional in  quick  succession  until  all  the  mani- 
fold departments  and  activities  of  a general 
hospital  were  established  in  smooth  coordina- 
tion with  each  other. 

We  had,  of  course,  more  than  our  fair  share 
of  problems,  lack  of  personnel,  especially  with 
adequate  training  in  certain  fields,  lack  of 
special  equipment  and  othe  supplies. 

We  had  officers  and  men  of  the  U.S.  Army 
Reserve  and  National  Guard,  civilians  all  at 
heart,  who  had  put  on  their  uniforms  when 
called  and  given  their  best  because  it  was  the 
United  States  of  America  which  needed  their 
service.  Their  determination  to  do  the  job 
well  and  their  devotion  were  so  great  that  in 
spite  of  all  obstacles,  the  hospital  functions 
well  and  its  patients  are  getting  superb  medi- 
cal care. 


V/ILAAINGTON  RESERVISTS  WITH  THE  805th  STATION  HOSPITAL 


Seated  is  Colonel  Kurt  Sachs,  U.S.  Army  Hospital  Commander  and  Post  Surgeon,  Fort  Chaffee. 
Standing — left  to  right  are;  Captain  Sherwood  H.  Wolfson,  Captain  Philip  E.  Kistler,  Captain 
Charles  S.  Riegel,  Captain  Louis  W.  Ferris  and  1st  Lt.  Joseph  A.  Taylor. 
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MEDICAL  PERSONNEL 

OF  THE  805th  STATION  HOSPITAL 

Fort  Coffee,  Arkansas 


Sherwood  H.  Wolfson,  D.D.S. 
Captain,  Dental  Corps,  U.S.  Army  Reserve 


In  October  of  last  year,  the  805th  Station 
Hospital,  U.S.  Army  Reserve  unit  from  Wil- 
mington, Delaware  was  called  to  active  duty 
for  a period  of  one  year  to  help  bolster  our 
nation’s  defenses  during  the  Cold  War  strug- 
gle. At  this  time.  Colonel  Kurt  Sachs,  Chief 
of  Medicine  at  the  Veteran’s  Administration 
Hospital  in  Elsmere,  was  given  a very  difficult 
unit  assignment.  His  unit,  the  805th  Station 
Hospital,  was  ordered  to  Fort  Chaffee,  Arkan- 
. sas;  a deactivated  active  Army  training  center 
j since  the  fall  of  1959,  and  was  given  the 
mission  of  reopening  and  making  operational 
the  hospital  facilities  which  had  lay  dormant 
: for  some  twenty-four  months.  The  task  was 

j one  of  a difficult  nature,  however,  determina- 
tion and  qualified  personnel  made  it  possible 
for  the  hospital  to  become  functional  in  a 
very  short  period  of  time.  By  early  November 
the  facilities  were  operational  to  a limited 
' degree,  and  since  have  filled  equipment  and 
j personnel  shortages;  so  that  now,  all  types 
of  surgery  and  treatment  are  available  if 
needed. 

^ It  has  been  a long  hard  three  months  for 
the  officers  and  enlisted  men  of  the  unit;  be- 
! sides  the  laborious  work  of  scrubbing  corridors 
and  wards,  ordering  and  setting  up  of  equip- 
ment, and  putting  a thirty  hour  day  into 
twenty-four;  the  men  have  had  to  adjust  to 
being  separated  from  their  loved  ones  and 
civilian  occupations.  All  of  the  above  have 


Dr.  Wolfson  is  Chief  of  Dental  Oral  Surgery,  Veterans  Adminis- 
tration Hospital,  Wilmington. 


been  accomplished  in  a very  commendable 
fashion.  The  major  hurdles  overcome  were: 
ordering  and  obtaining  supplies  from  adhesive 
tape  to  the  most  highly  mechanized  and  es- 
sential hospital  equipment,  obtaining  power 
for  the  entire  hospital,  cleaning  of  buildings, 
lack  of  personnel,  engineer  problems,  and  con- 
stantly fighting  a time  shortage. 

The  805th  Station  Hospital,  and  attached 
units  are  now  on  ready  call  for  the  nearly 
20,000  men  who  have  arrived  at  Chaffee  since 
last  August,  plus  the  dependents  of  those  who 
have  their  families  with  them.  When 
the  unit  came  to  Arkansas,  they  brought 
with  them  such  prominent  and  quali- 
fied medical  men  as:  Colonel  Kurt  Sachs,  Chief 
of  Medicine  at  the  Veteran’s  Administration 
Hospital  in  Elsmere,  and  now  acting  U.S. 
Army  Hospital  Commander  and  Post  Surgeon 
at  Fort  Chaffee.  In  his  present  capacity. 
Colonel  Sachs  supervises  and  oversees  all  mat- 
ters of  an  administrative  and  medical  nature. 
He  advises  other  physicians  in  the  treatment 
of  patients  with  medical  diseases,  acts  as  a 
consultant,  and  as  Chief  of  Staff  in  dealing 
with  the  hospital’s  organizational  problems 
and  decisions.  Captain  Louis  W.  Ferris,  Chief 
Urology  Resident  at  the  Delaware  Hospital 
Inc.,  and  now  Chief  of  the  urology  section  here 
at  the  hospital.  In  his  duties,  he  specializes 
in  the  medical  science  relating  to,  and  treat- 
ment of,  diseases  of  the  genito  urinary  organs. 
Captain  Charles  S.  Riegel,  Roentgenologist  at 
the  Delaware  Hospital  Inc.,  and  now  in  charge 
of  the  X-Ray  Clinic  at  the  Hospital.  Captain 
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Philip  E.  Kistler,  who  has  a general  medical 
practice  in  West  Chester,  Pennsylvania;  and 
is  now  Chief  of  Medical  Services  at  Fort 
Chaffee.  In  his  position,  he  and  his  staff 
handle  cases  of  patients  which  are  of  other 
than  ordinary  nature.  Captain  Sherwood  H. 
Wolf  son,  Chief  of  Dental  Oral  Surgery  at  the 
Veteran’s  Administration  Hospital  in  Elsmere, 
and  presently  Chief  Dental  Oral  Surgeon  at 
the  Hospital’s  dental  facilities.  1st  Lt. 
Joseph  A.  Taylor,  employed  by  the  State 
Board  of  Health,  Dover,  Delaware  where 
he  coordinates  the  physical  and  oral  therapy 
programs  in  schools,  clinics  and  homes  in  con- 
junction with  other  allied  services  in  and  out 
of  the  Crippled  Childrens  Service,  now 
coordinates  the  Physical  Therapy  clinic  and 
Reconditioning  Gym  within  the  Hospital  here 
at  Fort  Chaffee.  2nd  Lt.  Jay  D.  Paul,  a prac- 
ticing Optometrist  in  Wilmington,  is  at  pres- 
ent acting  in  the  same  capacity  within  the 
Army  Hospital.  Nurses  who  accompanied  the 
unit  from  Wilmington  include:  Captain  Nancy 
L.  Potts,  and  Regina  G.  Kaider  who  are  work- 
ing with  the  Nursing  Service  Section;  and 
Captain  Arlene  A.  Singleton,  a specialist  with- 
in the  Hospital’s  Out-Patient  Clinic. 

The  Hospital  is  now  staffed  with  approxi- 
mately 550  officers  and  enlisted  men  who  are 
successfully  carrying  out  the  every  day  ac- 
tivities within  the  Hospital  as  well  as  the 
many  associated  functions.  The  enlisted  men 
are  receiving  extensive  on-the-job  training, 
and  a chosen  few  are  being  given  additional 
schooling  which  will  enable  them  to  carry  out 
their  jobs  within  the  Hospital  in  an  even 
more  proficient  manner. 

At  the  moment  (Feb.  1st),  the  805th  Sta- 
tion Hospital  and  its  attached  units  have  been 
responsible  for  the  care  and  cure  of  over  1,000 


patients,  while  organizing  all  other  health  i 
facilities  on  Fort  Chaffee.  ? 

The  shell  of  a hospital  greeted  the  reservists 
from  Wilmington  upon  their  arrival  on  Octo-  ' 
her  28th.  A complex  of  121  buildings  had  to 
be  completely  reconditioned  and  “reoutfitted”  '( 
in  a two  week  period  in  order  to  meet  the  date  '' 
of  opening:  November  7th.  Specialized  clinics 
such  as  Surgery  have  performed  over  100  ma- 
jor operations,  X-Ray  has  had  almost  4,000 
patients  and  completed  more  than  7,000  diag- 
nostic tests;  the  maternity  service  has  de- 
livered eight  babies,  including  a Caesarian 
done  in  surgery. 

Two  hundred  forty-seven  beds  are  now 
available  on  10  wards.  Most  of  these  at  pres-  ' 
ent  are  occupied  on  the  Medical,  Surgical,  and 
female  wards.  The  Hospital  can  expand  to 
its  full  operating  capacity  (300  beds)  if  the  ^ 
need  arises. 

In  addition  to  the  administration  of  the  : 
Hospital  proper,  the  805th  is  responsible,  as  . 
previously  mentioned,  for  the  maintenance 
of  all  other  health  facilities  on  post.  This  in-  . 
eludes:  5 dispensaries,  the  Preventive  Medi-  ; 
cine  section,  the  Mental  Hygiene  Consultation  * 
service,  the  Pharmacy  service,  the  Veterinary 
service,  and  Post  Medical  Supply.  These  ■ 
services  require  skilled  personnel  carefully  co-  ’ 
ordinated  to  give  health  protection  to  the 
troops  at  Chaffee  and  their  dependents.  1 

Colonel  Sachs  commented  that  “I,  and  my 
staff,  are  grateful  for  the  sincere  devotion  to  ^ 
duty  displayed  by  the  entire  medical  contin- 
gent. They  have  done  an  excellent  job  con- 
sidering  the  circumstances  greeting  their  ar-  ® 
rival,  and  have  made  this  hospital  as  functional  ^ 
as  any  medical  installation  of  its  size.”  ^ 
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The  Health  Fair  is  now  a proven  success. 

I was  amazed,  as  were  many  others,  at  the  crowds  attending  this 
exhibition.  The  attendance  will  probably  be  well  over  65,000. 

The  Academy  of  Medicine,  Dr.  George  A.  Zurkow,  the  President,  Dr. 
Douglas  M.  Gay,  Health  Fair  Director,  and  Dr.  Eugene  C.  Syrovatka, 
Executive  Manager,  are  to  be  congratulated. 

The  sub-committee  chairmen,  Mr.  Ashworth  Burslem  for  public  rela- 
tions, Dr.  Norman  L.  Cannon  for  finance.  Dr.  G.  Barrett  Heckler  for  exhibits, 
and  Dr.  Allston  J.  Morris  for  arrangements,  should  reecive  loud  applause 
for  obtaining  such  excellent  cooperation  of  about  fifty  medical  and  allied 
groups  in  this  tremendous  undertaking.  These  groups  gave  their  money  to 
make  the  exhibits  available. 

The  most  valuable  contribution,  however,  was  the  time  spent  monitoring 
these  displays.  The  nurses,  the  Woman’s  Auxiliary,  the  allied  health  groups, 
the  commercial  companies,  and  the  technicians  of  the  ancillary  services, 
spent  many,  many  hours  to  give  Delaware  this  great  exhibition. 

I am  deeply  impressed  by  this  combined  effort.  We  really  are  a great 
family!  And  to  those  people  who  participated  in  this  effort,  I do  say, 
“Thank  you  very  much  on  behalf  of  the  Medical  Society  of  Delaware.” 
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Standards 


“Government 
Control  — How 
Effective  Is  It?” 


National  Survey 
Of  Prothrombin 


Reproven  Color 
Indentification 
For  Drugs 


To  facilitate  interchangeability  of  hypodermic  syringes  and  needles  in 
time  of  emergency  or  disaster,  the  use  of  the  6 percent  conical  taper  as  an 
international  standard,  will  be  presented  for  balloting  to  the  44  member 
nations  by  the  Technical  Committee  of  the  International  Organization 
for  Standardization  (ISO).  The  Committee  proposes  that  packages  of 
needles  be  marked  metrically  and  by  guage  for  American  and  British 
practice  and  for  European  practice.  Action  of  the  Committee’s  draft 
recommendation  is  expected  this  year. 

James  A.  Willan,  former  English  hospital  administrator,  now  associated 
with  a hospital  consulting  firm  in  the  U.S.,  critically  analyzes  Britain’s 
socialized  hospital  system  in  Hospital  Management..  He  charges  that 
Britain’s  13  years  of  government  medicine  has  produced  “low  morale” 
and  “frustration”  among  hospital  employees  and  a crop  of  “yes  men”  for 
administrators;  boards  and  committees  with  overlapping  responsibilities 
has  bogged  hospital  service;  and  nothing  is  done  to  stimulate  original 
thinking.  Such  programs  as  suggestions  systems,  work  safety,  disaster 
planning,  fire  prevention  and  public  relations  are  unknown  in  the  British 
hospital  system. 

To  stimulate  nation-wide  interest  in  the  accuracy  of  prothrombin  mea- 
surements, the  Standards  Committee  of  the  College  of  American  Path- 
ologists will  conduct  a Prothrombin  Survey  for  1962.  Because  prothrombin 
measurements  play  a vital  role  in  therapeutic  decisions,  especially  for 
anti-coagulant  therapy,  the  survey  will  lead  to  more  consistent  results 
between  different  parts  of  the  country.  Members  of  the  Society  who  wish 
to  participate  may  request  the  application  form  from:  Standards  Com- 
mittee, College  of  American  Pathologists,  2115  Prudential  Plaza,  Chicago 
1.  Applications  must  be  received  prior  to  May  and  the  samples  of  materials 
for  assay  will  be  distributed  about  May  21. 

A $300,000  color  test  program,  financed  by  26  member  firms  of  the  Phar- 
maceutical Manufacturers  Association,  will  make  animal  tests  on  dyes — 
7 key  colors — that  give  drugs  their  identification.  A revision  of  the  federal 
food  and  drug  laws  disqualifies  all  color  additives  in  use,  although  these 
had  been  tested  for  safety  during  previous  years.  When  testing  is  com- 
plete, petitions  will  be  filed  with  the  government  for  certification  of  the 
reproven  dyes.  Test  animals  involved — 1,460  rats  and  180  dogs — will  be 
subjected  to  more  than  100  times  normal  human  exposure  to  the  test 
colors.  The  valuable  dogs  will  be  insured  for  $20,000  each  during  the 
two-year  feeding  experiment.  The  drug  industry  realizes  that  unless  it 
does  the  testing,  the  important  color-coding  system  will  be  severely 
hampered. 
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It’s  The  Tops 


Ghana  Medical 
School  In  Progress 


Medical  Cost 
Figures 


Donald  L.  Howie,  M.D.,  was  guest  speaker  at  a meeting  of  the  Rehoboth 
Auxiliary  of  the  Beebe  Hospital  held  in  All  Saints  Episcopal  Church 
Parish  House  . . . William  T.  Reardon,  M.D.,  has  published  a 12  page 
pamphlet.  Modern  Hypnosis  to  explain  misconceptions  patients  may  have 
. . . Oscar  N.  Stern,  M.D.,  spoke  to  members  of  the  Women  of  St.  James 
Episcopal  Church,  Newport,  and  showed  the  film  “Personal  Cancer 
Detection”  . . . R.  O.  Y.  Warren,  M.D.,  was  presented  with  a small  antique 
chest  on  the  behalf  of  the  board  and  staff  of  the  Children’s  Bureau  of 
Delaware,  of  which  Dr.  Warren  has  been  medical  director  for  28  years  . . . 
Herman  Rosenblum,  M.D.,  has  accepted  appointment  as  medical  advisor 
to  the  Wilmington  Branch,  National  Cystic  Fibrosis  Research  Foundation 
. . . Harold  L.  Springer,  M.D.,  reminisced  about  his  long  career  as  a 
physician  in  Delaware  in  an  interview  published  in  the  Wilmington 
Morning  News  . . . John  Haddad,  M.D.,  a pediatrician  from  West  Virginia, 
will  begin  directing  the  crippled  children’s  program  for  the  State  Board 
of  Health  in  April  . . . William  J.  Holloway,  M.D.,  addressed  the  Brandy- 
wine B & P Women’s  Club  of  Wilmington  on  “Antibiotics”  . . . 

Diseases  of  the  respiratory  system  finished  the  year  as  the  most  frequently 
reported  disease  category.  This  group  nearly  doubled  its  patient  visit 
volume  during  the  last  three  months  of  1961  as  compared  with  the  pre- 
vious three  months.  (35  million  visits  up  from  10  million).  Almost  half 
(48%)  of  the  patient  visits  for  this  category  during  1961  involved  persons 
under  20  years  of  age. 

The  mid-winter  upturn  in  influenza,  which  doubled  the  number  of  patient 
visits  for  this  diagnosis  in  February  over  the  January  1,  1962  count,  was 
still  far  lower  than  that  of  February,  1960 — the  “epidemic  month.”  NDTI 
Quarterly  Report. 

The  College  of  Physicians  of  Philadelphia,  at  the  request  of  the  Association 
for  International  Development  (Government  agency  bearing  the  cost),  is 
sponsoring  the  establishment  of  a medical  school  in  Ghana.  A team  of 
Philadelphia  physicians  and  faculty  representatives  of  four  medical  schools 
in  that  city  are  in  Ghana  surveying  the  situation.  Ghanian  physicians 
will  come  to  the  Philadelphia  schools  for  special  training  and  observation 
while  the  building  projects  are  in  progress.  A group  of  doctors  will  return 
to  Ghana  with  them  for  an  exchange  period  of  two  or  more  years. 

• Americans  are  spending  6c  of  every  dollar  for  health. 

• A child  born  today  can  expect  to  live  7 years  longer  than  one  born  20 
years  ago. 

• New  antibiotic  drugs  prevent  pneumonia  that  used  to  kill  one  of  every 
3 or  4 persons  it  attacked. 

• All  medical  costs  are  up  115%  since  1940,  food  prices  are  up  150%, 
public  transportation  has  increased  145%  and  men’s  haircuts  are  up 
233%. 

These  are  some  of  the  facts  to  be  found  in  a new  booklet.  The  ? Cost  of 
Medical  Care  (1940-1960)  which  may  be  obtained  by  writing  to:  Special 
Services  Department,  AMA,  535  North  Dearborn  St.,  Chicago  10,  111. 
It’s  designed  for  distribution  to  patients. 


April,  1962 


129 


I 


^J^eiaware  czAcademy  general  ^^ractlce 


In  this  month’s  and  next  month’s  Delaware 
Academy  of  General  Practice  pages,  the  Com- 
mittee on  Membership  plans  to  outline  some 
of  the  purposes  of  the  American  Academy  of 
General  Practice,  and  some  of  its  reasons  for 
being.  The  material  is  taken  largely  from  the 
pamphlet  “Questions  and  Answers  about  the 
American  Academy  of  General  Practice.”  Dr. 
J.  J.  Davalos,  committee  chairman,  would  be 
glad  to  discuss  the  Academy  further  with 
anyone  who  is  interested. 

A general  practitioner  is  a legally  qualified 
doctor  of  medicine  who  does  not  limit  his 
practice  to  a particular  field  of  medicine  or 
surgery.  In  his  general  capacity  as  family 
physician  and  medical  adviser,  he  may,  how- 
ever, devote  particular  attention  to  one  or 
more  special  fields,  recognizing  at  the  same 
time  the  need  for  consulting  with  qualified 
specialists  when  the  medical  situation  exceeds 
the  capacities  of  his  own  training  or  experi- 
ence. 

The  American  Academy  of  General  Prac- 
tice is  a national  association  of  doctors  of 
medicine  who  are  engaged  in  general  practice. 
The  Academy  has  active  constituent  state 
chapters  in  all  states,  the  District  of  Columbia, 
and  Puerto  Rico.  The  Academy  resulted 
from  a spontaneous  movement  among  groups 
of  general  practitioners  in  a number  of  states, 
who  were  convinced  that  progress  and  ad- 
vancement in  the  general  practice  of  medicine 
and  surgery  were  basic  not  only  to  the  wel- 
fare of  the  people  of  America  but  also  to  the 
medical  profession.  It  was  recognized  that 
only  a group  of  general  practitioners,  banded 
together  in  their  own  organization,  could  ac- 
complish the  desired  elevation  of  standards 
and  quality  in  general  practice  — just  as 
specialty  groups  have  undertaken  the  same 
objectives  in  their  respective  fields. 

The  objectives  and  purposes  of  the  Academy 
as  set  forth  in  its  Constitution  are  as  follows: 

(1)  To  promote  and  maintain  high  stand- 


ards in  the  general  practice  of  medicine  and 
surgery;  ';i 

(2)  To  encourage  and  assist  young  men 
and  women  in  preparing,  qualifying  and  es-  ih 
tablishing  themselves  in  general  practice;  i 

(3)  To  preserve  the  right  of  the  general  I; 
practitioner  to  engage  in  medical  and  surgical  | 
procedures  for  which  he  is  qualified  by  train-  | 
ing  and  experience; 

(4)  To  assist  in  providing  postgraduate  k 
study  courses  for  general  practitioners; 

( 5 ) To  advance  medical  science  and  private 
and  public  health  and  to  preserve  the  right 

of  free  choice  of  physician  to  the  patient.  i 

The  Academy  recognizes  its  responsibility  I 
to  help  all  general  practitioners  who  desire  to  1 
increase  the  quality  and  standards  of  their  J 
practice.  Obviously  this  is  best  accomplished  I* 
through  membership  in  the  Academy.  j 

The  Academy  is  not  officially  affiliated  with  | 
the  Section  on  General  Practice  of  the  AMA.  j| 
It  does,  however,  cooperate  with  the  Section,  j 
Since  the  Academy  was  founded,  in  1947,  all 
chairmen  and  secretaries  of  the  Section  have 
been  Academy  members.  ^ , 

To  be  eligible  for  active  membership  a j 
candidate  must  be  a graduate  of  an  approved  ' 
medical  school  with  a minimum  of  one  year  !( 
of  rotating  internship  in  an  approved  hospital. 

In  addition,  he  must  have  completed  one  of  j 
the  following: 

(1)  Two  years  approved  residency  training 

(2)  One  year  residency,  two  years  practice  ! 

(3)  Three  years  active  practice 

He  must  be  a member  of  his  state  medical  | 
society,  and  licensed  to  practice  medicine  and 
surgery  in  the  state  of  his  residence.  He  must  j 
be  of  high  moral  and  ethical  character,  and  j 
he  must  have  shown  interest  in  continuing  his 
medical  advancement  by  engaging  in  post- 
graduate education. 

Associate  membership  is  available  to 
graduates  of  approved  medical  schools  not 
eligible  for  active  membership.  j 
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THE  DELAWARE  HEALTH  FAIR 

It  is  questionable  whether  Doctor  Douglas 
M.  Gay  while  working  for  more  than  a year 
on  the  plans  for  Delaware’s  first  Health  Fair 
had  any  idea  how  successful  this  event  would 
be.  The  statistics  of  over  sixty-five  thousand 
visitors  and  the  universal  expression  of  ap- 
preciation partially  reflect  the  success. 

In  his  characteristic  methodical  manner, 
Doctor  Gay  made  a thorough  study  of  the 
subject  of  health  fairs.  He  obtained  as  much 
information  as  possible  about  previous  fairs 
and  then  set  out  to  plan  one  that  would  be 
superior  to  any.  The  exhibits  were  of  high 
calibre;  whether  presented  by  professional  or 
commercial  organizations  they  told  a story 
that  contributed  to  the  theme  of  the  Fair — 
“Your  Health.”  Aimed  at  adults  and  school 
children  alike,  the  exhibits  with  few  exceptions 
reached  the  entire  audience  quite  adequately. 

The  children  naturally  wanted  to  see  the 
space  capsule;  equally  popular,  however,  to 
children  and  adults  alike  was  the  exhibit 
showing  step  by  step  the  surgical  treatment 
of  acute  appendicitis.  Also  of  unusual  interest 
were  the  several  exhibits  showing  the  “back- 
stage”  scenes  in  every  day  hospital  life. 

Yes,  the  first  Delaware  Health  Fair  was  a 
success,  thanks  to  the  untiring  efforts  of  Doc- 
tor Gay.  There  were  countless  expressions 
from  the  guests  that  there  should  be  another 
Health  Fair  in  Wilmington  before  too  long. 
Let  us  hope  that  when  this  comes  about  there 
will  be  a larger  hall  available  so  as  to  accom- 
modate the  many  interested  people. 

APPENDICITIS  AND  PNEUMONIA: 

TWO  BAD  ACTORS 

Since  World  War  II  we  have  tended  to  take 
too  much  for  granted  regarding  the  efficiency 
of  the  “wonder  drugs.”  Too  often  we  expect 
miracles  and  get,  instead,  trouble.  Elsewhere 
in  this  issue  of  the  Journal  are  articles  by 
Belcher  and  Jones  discussing  a review  of  the 


literature  plus  their  personal  experience  in 
the  treatment  of  appendicitis  and  pneumonia 
respectively. 

For  years  surgeons  have  operated  upon 
patients  with  acute  appendicitis  to  save  the 
one  in  five  who  would  later  develop  a serious 
complication.  Despite  the  fact  that  we  now 
have  good  antibiotics  available,  this  is  still 
the  method  of  choice.  Belcher  has  shown  by 
reviewing  large  series  of  cases  in  the  literature 
that  we  are  not  justified  in  following  any  other 
course. 

Jones  presented  figures  collected  over  a 
period  of  years  in  young  patients  with  pneu- 
monia. His  results  indicate  that  the  mortality 
rate  has  not  decreased  as  much  as  we  might 
expect  and  that  pneumonia  remains  a serious 
killer. 

PULMONARY  EMBOLI 

Autopsy  records  have  shown  for  years  that 
pulmonary  emboli  are  a common  diagnosis, 
frequently  missed  during  the  patient’s  life, 
and  frequently  fatal.  It  is  interesting  that 
a recent  Case  Record  of  the  Massachusetts 
General  Hospital*  was  of  a case  of  pulmonary 
embolus.  The  history  was  typical  and  it  was 
obvious  that  the  discusser  made  the  correct 
diagnosis  from  the  history  alone.  There  were, 
as  ever,  several  practical  lessons  to  be  learned 
from  this  case. 

The  x-ray  was  not  grossly  abnormal  and 
definitely  showed  no  shadows  to  suggest  a 
pulmonary  embolus.  It  has  been  said  that 
the  “typical”  x-ray  of  a pulmonary  embolus 
is  a normal  one. 

The  ECG  also  was  not  diagnostic.  There 
were  slight  abnormalities  suggesting  the  pos- 
sibility of  old  myocardial  damage  (inferior) 
but  the  tracings  were  not  grossly  abnormal. 

Lesson:  Do  not  wait  for  x-ray  or  ECG 
changes  to  make  a diagnosis  of  pulmonary 
embolus:  both  frequently  are  normal. 

*New  England  J.  Med.  2(i6:‘SlO  (Mar.  8)  1962. 
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THE  AUXILIARY  WIFE’S  STAKE  IN  LEGISLATION 

Why  should  a doctor’s  wife  be  interested 
in  legislation?  There  are  several  reasons.  We 
as  mothers  are  interested  in  the  kind  of  world 
which  we  shall  bequeath  to  our  children.  We 
as  citizens  should  be  interested  in  the  world 
around  us.  And,  less  nobly,  but  still  humanly, 
we  are  interested  in  the  climate  in  which  we 
live  and  are  going  to  live. 

Why  should  we  be  interested  in  medical 
legislation?  As  doctors’  wives,  we  have  the 
added  involvement  of  community  responsi- 
bility, particularly  in  the  field  of  health. 

Our  society  was  set  up  on  the  premise  that 
the  people  will  govern.  It  follows  that  any 
group  which  has  been  offered  the  opportunity 
to  participate  and  has  declined  it  has  for- 
feited the  right  to  complain  of  the  course 
which  the  government  has  taken.  There  can 
be  no  substitute  for  involvement.  If  you 
“let  George  do  it”  you  have  to  accept  the  way 
he  gets  it  done.  It  often  results  in  not  being 
done  or  the  incapable  person  doing  it. 

“The  only  thing  necessary  for  bad  govern- 
ment is  for  good  people  to  do  nothing." 

Medicine  today  is  reluctantly  being  drawn 
into  the  political  arena.  Whether  we  like  it 
or  not  we  are  in  it!  Since  doctors  work  a 
fifty  per  cent  longer  week  than  union  mem- 
bers, this  leaves  them  a proportionately  smaller 
amount  of  time  for  civic  affairs  and  govern- 
ment. This  once  was  a good  argument  for 
the  doctor’s  withdrawal  from  politics  but 
today  he  cannot  afford  this  luxury.  His  par- 
ticipation puts  on  the  doctor’s  wife  an  unusual 
opportunity  to  understand  medical  legislation 
and  an  unusual  responsibility  to  do  something 
about  it,  the  opportunity  arising  from  her 
proximity  to  her  husband’s  profession  and  the 
responsibility  from  the  fact  that  where  he 
goes  she  goes  and  so  do  the  children,  socio- 
economically speaking.  Inasmuch  as  the  doc- 
tor’s time  is  limited  she  can  help  to  express 


Mrs.  S.  Ward  Cascells 

Chairman,  Committee  on  Legislation 


his  point  of  view.  She  can  also  help  to  de- 
velop his  point  of  view. 

In  order  to  do  this  she  must  be  equipped 
with  knowledge  and  the  ability  to  put  it  to 
good  use.  She  must  be  able  to  recognize  in- 
formation which  should  be  passed  on  to  a 
busy  husband.  Dr.  Larson,  president  of 
A.M.A.,  credits  his  wife  with  providing  a 
clipping  and  information  service  and  keeping 
him  up  to  date  on  matters  pertinent  to  his 
profession. 

I returned  from  a national  medical  legisla- 
tion meeting  recently  with  the  impression  of 
great  apathy  on  the  part  of  doctors  in  some 
parts  of  the  country  toward  legislation.  I be- 
lieve that  this  apathy  is  due  merely  to  lack 
of  information  and  belief  that  it  can’t  happen 
here.  This  is  exactly  what  the  Czechs  said 
in  1948.  In  1949  they  were  no  longer  free. 

Many  of  us  has  had  our  eyes  opened  within 
the  last  month  by  announcements  of  the  ex- 
pansive medical  program  planned  by  the  pres- 
ent administration  in  addition  to  the  King- 
Anderson  Bill  (HR  4222)  which  had  already 
been  given  top  priority  in  the  administration 
plans. 

Medical  legislation  is  the  number  one  doms- 
tic  issue  in  the  nation  today.  It  behooves  each 
of  us  to  become  fully  informed  on  the  issues. 
Once  informed  we  shall  see  how  intimately 
concerned  we  are  in  government  today. 


132 


April,  1962 


MAY,  1962 

VOLUME  34 
NUMBER  5 


elaware 


%dijd^omd 


OBSTETRICAL  TOXEMIA 
AND  EMERGENCIES 

as  Related  to  an  Expanding  Community 


• A review  of  toxemias  and  emergencies  de- 
veloping in  4,450  maternity  cases  in  the  first  10 
years  at  the  Nanticoke  Memorial  Hospital  is  pre- 
sented by  the  author. 


In  1940,  a mid-wife  called  for  assistance 
after  she  had  delivered  a baby  with  “all  arms 
and  legs.”  Shock  and  hysteria  prevailed  in 
the  small  oil  lit  hut  when  the  consultant 
arrived  and  found  Siamese  Twins  had  been 
delivered.  Other  calls  for  help  would  come 
when  a hand  presented,  or  a convulsive  seizure 
complicated  a delivery,  or  a large  second 
degree  laceration  resulted  from  a spontaneous 
delivery  in  a vigorous  young  primipara.  These 
situations  presented  worrisome  problems  to 
the  physicians  in  Seaford  in  1940.  The  nearest 
hospital  facilities  were  25  to  35  miles  distant, 
and  the  community  was  “educated”  to  care 
for  everything  at  home. 

When  a large  industrial  organization  estab- 
lishes a plant  in  a small  community  the  needs 
that  develop  are  myriad.  The  duPont  Com- 
pany in  Seaford  at  the  present  time  employs 
more  individuals  than  comprised  the  total 
1940  population. 


Dr.  Fox  was  President  of  the  Nanticoke  Memorial  Hospital  during 
its  organizational  stage,  19^2-54;  has  been  a member  of  the  Del- 
aware State  Board  of  Health  since  19*16  and  was  recently  elected 
President  of  the  Board. 


J.  Leland  Fox,  M.D. 

Medically  the  potential  growth  of  the  com- 
munity attracted  two  young  physicians.  Each 
furnished  his  office  with  individual  equipment 
to  serve  the  community  as  an  emergency 
dispensary  as  well  as  a medical  consulting 
office.  Stories  of  mad  rushes  to  hospitals, 
babies  born  in  the  car  or  in  the  doctor’s 
offices  presented  daily  humor  and  excitement 
for  the  citizenry.  The  war  postponed  much 
improvement  in  the  situation  until  1946-47. 

The  treatment  of  obstetrical  toxemia  is 
primarily  prophylaxsis.  Facilities  for  care  of 
indigent  prenatal  patients  consisted  of  a 
poorly  heated  frame  shack  equipped  with  a 
table,  folding  chairs,  and  a scale.  Home 
delivery  with  mid-wives  attending  was  advised 
for  expected  normal  patients.  In  the  winter 
of  1947-48  these  problems  along  with  the 
many  other  medical  needs  of  the  rapidly 
growing  community  were  presented  to  the 
Sussex  County  Medical  Society.  In  addition 
to  obstetrical  care,  surgical  and  medical  emer- 
gencies presented  daily  problems.  A resolu- 
tion was  passed  unanimously  recognizing  the 
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need  for  hospital  facilities  in  Western  Sussex 
County.  This  motion  assured  cooperation 
from  the  surrounding  hospital  staffs  who  were 
willingly  and  satisfactorily  supplying  care  to 
the  patients  who  could  and  would  go  to  the 
existing  hospitals.  Organization  of  the  Medical 
Staff  and  the  adoption  of  By-Laws  was  the 
next  step.  The  problem  of  executive  direction 
and  raising  finances  was  willingly  accepted 
and  spearheaded  by  the  Lions  Club. 

All  Community  Service  Organizations  joined 
in  the  drive.  Although  preliminary  surveys 
indicated  a need  for  150  beds,  limited  finances 
confined  the  original  building  to  35  beds, 
even  with  the  help  of  Hill-Burton  Funds. 

The  Result  Of  The  Drive 

The  Nanticoke  Memorial  Hospital  opened 
for  patients  on  January  28th,  1952.  Among 
other  clinics,  the  prenatal  clinic  immediately 
used  the  hospital  facilities.  Adequate  pre- 
natal care,  laboratory  work,  and  hospital  de- 
livery were  now  available  to  all  members  of 
the  community  regardless  of  financial  status. 
Clinic  attendance  increased  and  home  de- 
liveries decreased.  The  prenatal  clinic  is  sup- 
ported financially  by  the  State  Board  of 
Health.  Nursing  personnel,  case  finding,  and 
post-delivery  infant  follow-up  is  included  in 
the  State’s  contribution  through  its  maternal 
and  child  welfare  program.  For  hospital 
delivery  patients  are  requested  to  pay  a 
nominal  sum  to  cover  hospital  expense.  If 
this  is  not  available  Levy  Court  funds  from 
the  county  are  available  to  assist  the  hospital 
in  covering  the  cost. 

Nanticoke  Memorial  Hospital  has  not  em- 
ployed a resident  physician.  The  obstetrical 
staff  consists  of  nine  general  practitioners,  one 
obstetrical-gynecology  consultant,  two  general 
surgeons,  and  the  anesthesiologist.  Each  gen- 
eral practitioner  serves  one  week  on  obstetrical 
service.  He  is  responsible  for  delivery  of  all 
service  patients  admitted  during  that  week. 

During  the  first  10  years  four  thousand  four 
hundred  and  fifty  patients  have  been  delivered 
at  the  Nanticoke  Memorial  Hospital.  A re- 
view of  these  cases  shows  a number  of  toxemias 
and  complications.  These  have  been  classified 
as  follows — 


1.  Hyperemesis  Gravidarum 

2.  Preeclampsia 

3.  Infection  of  the  urinary  tract 

4.  Eclampsia 

5.  Hemorrhage 

a.  Prenatal 

b.  Complicating  Delivery 

c.  Post  Partum,  Immediate 

d.  Late  Post  Partum 

6.  Heart  Disease 

7.  Deaths 

1)  Hyperemesis  Gravidarum 

Eleven  patients  were  admitted  with  this 
diagnosis.  One  patient  had  four  admissions. 
Average  length  of  stay  was  four  to  five  days. 
Restoration  of  fluid  and  electrolyte  balance 
soon  restored  normal  gastrointestinal  function, 
Perhaps  a better  term  would  be  functional 
gastritis  with  electrolyte  imbalance. 

2)  Preeclampsia  and  Hypertension 

Preeclampsia  patients  with  elevated  blood 
pressure,  albumenuria,  and  edema  accounted 
for  forty-one  admissions.  Fluid  retention  was 
the  predominant  characteristic  of  the  group. 
Thiazide  therapy  produced  urinary  excretion 
of  amazing  volume,  6,200  cc  in  one  patient. 
Four  and  five  liters  of  fluid  on  the  second  day 
of  therapy  was  usual.  Along  with  salt  free 
diets,  bed  rest,  and  apresoline  therapy  these 
patients  made  prompt  recovery.  The  onset 
of  preeclamptic  symptoms  prior  to  the  thirty- 
sixth  week  of  pregnancy  signified  a poor  prog- 
nosis for  the  infant.  Three  patients  in  their 
thirty-fourth,  thirty-fifth,  and  thirty-sixth 
week  delivered  stillborn  infants.  One  patient 
admitted  in  her  thirty-eighth  week  returned 
one  week  later,  delivered  a living  infant,  and 
developed  full  blown  post  partum  eclampsia. 

Eight  patients  were  admitted  with  the  diag- 
nosis of  hypertension.  Prognosis  for  the  in- 
fant was  better  for  the  simple  hypertension 
patients.  All  eight  delivered  live  babies.  Re- 
peated hypertension  with  pregnancy  was  a 
frequent  indication  for  tubal  ligation.  One 
patient  had  a stormy  prenatal  course  and 
severe  hypertension  during  her  fifth  pregnancy. 
In  her  sixth  pregnancy  our  sterilization  com- 
mittee approved  hysterotomy  and  tubal  liga- 
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tion  at  the  twelfth  week.  Obesity  prior  to 
and  during  pregnancy  contributed  to  the 
difficulties  of  this  group.  In  the  forty-nine 
cases  there  were  three  caesarian  sections  and 
two  induced  labors.  Two  patients  had  as- 
sociated pyelitis  and  one  diabetes. 

3)  Infection  of  the  urinary  tract  accounted 
for  thirteen  admissions  during  the  prenatal 
period.  Cultures  and  specific  antibiotic  therapy 
were  effective. 

4)  Hemorrhage,  before,  during,  and  after  de- 
livery produced  the  most  frightening  compli- 
cations. Immediately  available  hospital  facili- 
ties proved  life  saving  in  four  instances. 

Case  No.  1 — Ruptured  Uterus 

This  gravid  II  patient  was  scheduled  for 
a repeat  Caesarian  Section  for  cephalo-pelvic 
disproportion.  The  day  prior  to  her  section 
she  started  in  labor  and  came  immediately  to 
the  hospital.  As  she  walked  into  the  receiving 
room  she  collapsed  with  severe  abdominal 
pain.  Fetel  distress  soon  developed.  Prompt 
surgery  along  with  shock  therapy  and  whole 
blood  saved  this  mother.  The  infant  and 
placenta  were  found  free  in  the  abdominal 
cavity.  Hysterectomy  was  required. 

Case  No.  2 — Abruptio  Placenta 

The  patient  a Negro  woman,  age  41,  Gravid 
XV  had  good  prenatal  care  at  our  clinic.  She 
arranged  for  home  delivery  with  a mid-wife 
attending.  She  delivered  a stillborn  infant 
after  a rapid  and  very  painful  labor.  The 
placenta  did  not  deliver  at  home  and  hemor- 
rhage was  profuse.  She  was  admitted  in 
severe  shock  from  blood  loss  and  pain.  Dex- 
tran,  intravenous  vasoxyl,  and  whole  blood 
were  given  rapidly.  The  placenta  was  delivered 
by  Crede  expression.  On  the  posterior  surface 
of  the  placenta  was  a large,  well-organized 
blood  clot.  Abruptio  placenta  had  caused  her 
severe  pain. 

Case  No.  3 — Delayed  Twin  — 

Shock  and  Hemorrhage 

The  first  of  a set  of  Gravid  IX  twins  was 
delivered  uneventfully  at  home.  The  second 
failed  to  deliver  promptly.  Hemorrhage  was 
moderate  and  the  patient’s  condition 
worsened.  After  eleven  hours  the  mid-wife 


convinced  the  family  that  hospitalization  was 
necessary.  Transfusions  replaced  blood  loss. 
The  infant  was  in  transverse  lie  and  was  de- 
livered by  version.  This  live-born  infant 
succumbed  in  a few  hours  due  to  cerebral 
hemorrhage  from  a tentorial  tear.  This  same 
patient  at  Gravid  XII  had  a placenta  praevia. 
She  was  admitted  with  4.5  grams  of  hemo- 
globin. While  blood  volume  was  being  re- 
stored she  spontaneously  delivered  a stillborn 
infant.  Tubal  ligation  was  done  before  dis- 
charge. 

Case  No.  4 — Cervical  Laceration 

This  patient  was  a new  resident  in  our  com- 
munity and  suddenly  developed  profuse  bleed- 
ing eight  days  post  partum.  Examination 
revealed  an  overlooked  cervical  laceration. 
Blood  was  restored  and  hysterectomy  done. 

Table  I lists  other  causes  of  hemorrhage  in 
this  group. 

5)  Eclampsia — four  cases  of  Eclampsia 

All  of  these  were  post  partum  cases.  Therapy 
consisted  of  continuous  I.V.  therapy  with 
sodium  pentothal  sedation,  unitensen,  and 
electrolyte  control.  Magnesium  sulfate  was 
used  liberally.  Serpasil  and  thiazides  were 
helpful.  The  outline  presented  in  the  Radio 
Seminars  by  Dr.  James  D.  Garnet  was  ex- 
tremely helpful  in  organizing  therapy  and 
follow-up  by  nursing  personnel. 

One  of  this  group  had  previously  been  hos- 
pitalized with  preeclampsia.  Another  had 
preeclampsia,  induced  labor  and  developed 
convulsions  post  partum. 

6)  Heart  Disease 

Five  patients  with  heart  disease  were  hos- 
pitalized during  their  pregnancies.  Three 
were  later  referred  for  cardiac  surgery.  Two 
had  mitral  stenosis  from  rheumatic  fever  and 
one  had  congenital  heart  disease  with  a septal 
defect. 

Deaths 

Case  No.  1 

A twenty-nine  year  old  Negro  woman 
Gravid  VII  with  blood  pressure  on  admission 
— 128/74;  Temperature — 101  degrees  showed 
a bronchopneumonia  upon  physical  examina- 
tion. She  was  treated  with  procaine  peni- 
cillin I.M.  Labor  proceeded  uneventfully 
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TABLE  I 

Causes  of  Hemorrhage 

Placenta  Praevia  — Undelivered 

2 

Delivered 

9 

Prenatal 

Marginal 

4 

Complete 

5 

Abruptio  Placenta 

3 

Ruptured  Uterus 

2 

Undelivered  Twin  in  Transverse  Lie 

1 

Transverse  Lie,  Lacerated  Cervix  and  Uterus 

1 

During  Delivery 

Perineal  Laceration 

1 

Anterior  Labial  Laceration 

1 

Dissecting  Hematoma  of  Labia 

2 

Inverted  Uterus 

1 

Eary  Post  Partum 

Undelivered  Placenta 

1 

Uterine  Inertia 

6 

Late  Post  Partum 

Retained  Secundies 

11 

Infection 

1 

Lacerated  Cervix 

1 

NOTE:  Ectopic  pregnancy 

and  tubal  abortion  were  not  considered  in  this  survey 

until  patient  was  8 cm  dilated,  when  she  sud- 
denly had  a convulsion  and  expired.  Autopsy 
revealed  Amniotic  fluid  embolism  and  broncho- 
pneumonia. 

Case  No.  2 

A Negro  woman,  age  21,  Gravid  IV  was 
admitted  with  temperature  98  degrees,  blood 
pressure — 140/50.  She  was  drowsy  and  de- 
hydrated on  admission.  She  gave  a history 
of  an  upper  respiratory  infection  for  two  weeks. 
She  delivered  precipitously,  developed  con- 
vulsive seizure,  coma,  elevated  blood  pressure 
and  expired  two  hours  after  delivery.  Autopsy 
revealed  a frontal  sinusitis  that  had  caused  a 
local  osteomyelitis  perforating  into  the  frontal 
lobe  of  the  brain  and  a resultant  brain  abscess 
the  size  of  a golf  ball  immediately  behind  the 
left  frontal  sinus. 

Conclusions 

1)  Medical  requirements  of  a community 
should  be  recognized  by  the  medical  profession. 


2)  Leadership  in  establishing  adequate 
facilities  should  be  assumed  by  the  members 
of  the  medical  profession. 

3)  Civic  organizations  are  available  for 
financial  and  executive  organization  and  lead- 
ership. 

4)  Maternity  care  requires  reasonably 
available  hospital  facilities. 

5)  Prenatal  care  must  be  available  to  aU 
income  groups. 

6)  Emergency  facilities  for  replacement  of 
blood  and  treatment  of  shock  must  be  quickly 
available  for  maternity  emergencies. 

Summary 

The  responsibility  and  leadership  for  estab- 
lishing adequate  medical  facilities  for  a com- 
munity, large  or  small,  rests  with  the  medical 
profession.  Willing  help  from  laymen  is  wait- 
ing for  the  leadership.  Obstetrical  care  and 
adequate  facilities  are  required  within  easy 
reach  of  a community. 
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EXPERIENCE  IN  UPPER  GASTRO- 
INTESTINAL TRACT  SURGERY 
in  a Small  Hospital 


• The  authors  view  a series  of  G.l.  lesions  from 
personal  experience  and  believe  that  with  a care- 
ful awareness  of  early  post-operative  complica- 
tions, this  type  of  surgery  can  be  highly  successful 
even  in  a small  hospital. 


Richard  W.  Tobin,  M.D. 
William  B.  Cooper,  Jr.,  M.D. 


Upper  gastrointestinal  tract  surgery  ranks 
high  in  degree  of  interest  to  the  modern  sur- 
geon. Today  this  surgical  field  is  readily  encom- 
passed in  small,  outlying  hospitals  through- 
out the  country.  We  in  Seaford  have  been 
interested  in  this  field  and  take  pride  in  our 
results.  Some  general  statements  about  upper 
G.l.  lesions  as  viewed  by  the  surgeon  will  be 
made,  and  a personal  series  in  two  years,  four 
months  of  private  practice  will  be  discussed. 

It  is  our  feeling  that  not  enough  patients 
are  referred  to  surgeons  throughout  the 
country  for  their  various  upper  G.l.  lesions. 
Surgery  in  this  field  developed  a bad  reputa- 
tion in  earlier  decades  because  of  high  inci- 
dence of  complications  leading  to  early  post 
operative  morbidity  — chiefly  nutritional 
problems  and  the  well  recognized  dumping 
syndrome.  Time  and  experience  have  taught 
surgeons  a lesson  in  this  field.  Today  in  well 
trained  hands  the  mortality  from  elective 
surgery  for  peptic  ulcer  disease  should  be 
under  2%.  This  ranks  exactly  with  the  ex- 
pected mortality  in  surgery  of  the  gaU  bladder 
and  biliary  tract.  The  early  post  operative 
complication  rate  is  higher  than  in  biliary 
tract  surgery,  but  deaths  and  chronic  mor- 


Dr.  Tobin  and  Dr.  Cooper  are  Attending  Surgeons,  Nanticoke 
Memorial  Hospital,  Seaford.  Delaware. 


bidity  from  these  complications  remain  very 
low. 

The  early  post  operative  complication  to 
be  watched  for  following  major  gastric  surgery 
include  duodenal  stump  necrosis  with  resulting 
external  duodenal  fistula,  post  operative  gastric 
hemorrhage — usually  from  the  lesser  curva- 
ture suture  line  in  the  Billroth  II  operation, 
acute  pancreatitis  following  too  much  dissec- 
tion on  the  head  of  the  pancreas  in  dealing 
with  a difficult  duodenum,  unrecognized  injury 
to  the  spleen  with  post  operative  hemorrhage, 
injury  to  the  common  duct,  omental  infarc- 
tion, protracted  paralytic  ileus  with  electro- 
lyte imbalance,  and  others.  Systemic  compli- 
cations to  be  guarded  for  include  pulmonary 
embolus,  myocardial  infarction,  cerebral  vas- 
cular accidents,  atelectasis  and  sequelae,  and 
others.  Our  low  anticipated  early  mortality 
and  late  morbidity  rates  in  elective  gastric 
operations  stem  out  of  two  major  avenues  of 
progress  made  during  the  past  ten  or  fifteen 
years.  First,  the  recognized  improvements  in 
techniques — including  careful,  open  inversion 
of  the  duodenal  stump,  more  liberal  and  ade- 
quate resection  of  the  acid  secreting  portion 
of  the  stomach — at  least  75%  resection  in 
dealing  with  duodenal  ulcer,  the  creation  of 
a very  short,  affarent  stomal  loop,  and  fashion- 
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ing  of  very  small,  slower  emptying  gastroje- 
junal  stomas,  or  carefully  fashioned  gastro- 
duodenostomies  free  of  tension  in  the  Billroth 
I operation.  A second  major  avenue  of  pro- 
gress in  the  field  is  our  increasing  ability  to 
recognize  and  deal  with  the  major  post  opera- 
tive complications  confronted. 

In  our  hands  the  time  honored  radical 
75-80%  subtotal  gastrectomy  has  proven  most 
satisfactory  in  the  surgical  management  of 
duodenal  ulcer.  We  have  seen  no  need  to 
resort  to  more  recently  popularized,  more 
conservative  operations.  Two  exceptions  in 
our  series  were  both  young  men  who  utilized 
vast  muscular  efforts  in  their  modes  of  liveli- 
hood. To  assure  very  adequate  nutritional 
status  these  two  young  duodenal  ulcer  patients 
were  treated  with  a combined  operation  of 
subphrenic  vagotomy — hemigastrectomy  with 
Billroth  I reconstruction. 

We  adhere  to  surgical  treatment  for  all  per- 
forated peptic  ulcers,  despite  a previous  favor- 
able experience  by  one  of  us  with  initial 
medical  treatment  utilizing  carefully  super- 
vised nasogastric  suction.  We  recognize  a 
definite  place  in  the  treatment  of  perforated 
peptic  ulcer  for  primary  resection.  This 
radical  effort  must  be  limited  by  very  con- 
servative criteria — a preperforation  need  for 
resection  should  be  felt,  the  patient  must  be  an 
excellent  surgical  risk,  and  he  must  be  seen 
within  the  first  several  hours  of  this  acute 
perforation. 

Three  Unrelated  Lesions 

There  are  three  different  and  essentially 
unrelated  lesions  which  the  gastric  surgeon 
attacks — duodenal  ulcer,  gastric  ulcer,  and 
gastric  cancer.  By  way  of  interest,  a fourth 
lesion — hiatus  hernia — will  be  included  in  this 
discussion. 

In  our  opinion  surgical  intervention  in  duo- 
denal ulcer  is  too  frequently  dicated  by  com- 
plications. We  agree  that  the  group  of  patients 
who  come  to  gastrectomy  for  symptoms  pro- 
gressively intractable  to  medical  therapy  must 
be  most  carefully  discerned.  However,  we 
think  elective  surgery  should  much  more 
frequently  be  offered  to  these  people  who  have 
chronic  or  recurring  severe  distress.  It’s  been 


our  experience  that  these  individuals  usually 
have  lived  through  years  of  misery,  and  if 
properly  selected,  they  are  most  grateful  post 
operative  patients  who  describe  a new  lease 
on  life.  Complications  of  duodenal  ulcer  in- 
clude perforation,  obstruction,  and  hemor- 
rhage. Surgery  is  somewhat  more  readily 
recommended  for  these  individuals  in  the 
medical  population  as  a whole,  but  we’d  like 
to  plead  for  earliest  possible  referral  of  these 
cases  to  surgeon.  The  surgeon  who  is  called 
to  see  a man  who  has  been  bleeding  for  48 
or  72  hours  with  repeated  and  often  inadequate 
transfusions,  or  the  patient  who  has  been 
vomiting  and  progressively  depleted  over  a 
period  of  one  week,  has  an  undesirable  situa- 
tion and  one  which  can  lead  to  death. 

Gastric  Ulcer 

In  gastric  ulcer,  we  are  dealing  with  a 
lesion  usually  less  chronic,  but  more  intrac- 
table to  medical  treatment  than  duodenal 
ulcer.  Furthermore,  there  is  never  absolute 
radiologic  or  clinical  differentiation  between 
benign  and  malignant  character  of  the  ulcer, 
although  we  strongly  feel  that  benign  gastric 
ulcer  will  not  subsequently  undergo  carcinoma- 
tous change.  Finally,  it  is  a statistical  fact 
that  some  70%  or  more  of  all  benign  gastric 
ulcers  will  fail  to  heal  or  will  recur  on  a 
medical  program  alone.  On  gastric  ulcers  we 
feel  the  vast  majority  should  be  surgically 
treated.  The  patient  will  be  quickly  rid  of  a 
painful  illness,  he  will  no  longer  live  with  the 
fear  of  possible  malignant  disease,  and  his 
physician  will  not  have  to  be  concerned  with 
recurrence.  We  adhere  to  the  policy  of  treat- 
ing all  apparently  benign  gastric  ulcers  in  the 
hospital  for  10  days  on  a rigid  hourly  feeding 
program;  if  repeat  G.I.  series  at  this  time 
fails  to  demonstrate  complete  or  near  complete 
healing,  the  patient  should  be  promptly  oper- 
ated upon. 

Regarding  gastric  cancer,  the  overall  cure 
rate  remains  between  5 and  10%.  Secondly, 
extended  radical  operations  for  the  disease 
have  not  proven  significantly  beneficial,  and 
thirdly,  only  earlier  detection  and  simgical 
approach  to  the  disease  can  help  the  cure 
rate.  Probably  the  easiest  and  most  significant 
step  in  bettering  this  cure  rate  lies  in  more 
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routine,  early  surgical  approach  to  gastric 
ulcer,  even  though  it’s  thought  to  be  benign. 
At  least  15%  of  all  gastric  lesions  benign  by 
x-ray  interpretation  will  prove  malignant.  At 
least  a third  of  all  gastric  carcinomas  will 
present  as  ulcers. 

Hiatus  Hernia 

The  subject  of  hiatus  hernia  is  one  of  con- 
siderable current  disagreement.  This  is  a 
lesion  more  recently  becoming  recognized  as 
significant.  While  it  is  true  that  many  hiatus 
hernias  are  not  and  will  not  be  symptomatic, 
others  are  symptomatic  and  can  give  rise  to 
crippling  distress  and  occasionally  massive 
hemorrhage.  Often  the  lesion  symptomatically 
mocks  disease  in  other  organs — particularly 
biliary  tract  and  coronary  artery  disease.  The 
lesion’s  most  severe  complication  is  peptic 
esophagitis  and  stricture  formation.  The 
surgical  technique  in  approaching  hiatus 
hernia  has  been  well  worked  out  by  Allison, 
utilizing  a careful  closure  of  the  widened 
esophageal  hiatus  and  a structural  repair  of 
the  hernia  utilizing  the  phrenoesophageal 
ligament.  Clear-cut  cases  are  best  approached 
transthoracically,  while  cases  which  have  been 
hemorrhaging  or  those  in  which  the  exact 
cause  for  the  symptoms  remains  in  question, 
should  preferably  be  approached  through  the 
abdomen,  so  that  thorough  abdominal  explora- 
tion can  be  accomplished. 

In  our  personal  series  of  major  upper  gas- 
trointestinal operations  during  two  years,  four 
months  in  private  practice  in  this  area,  there 
have  been  plenty  of  complications  but  we’re 
happy  to  report  only  one  death,  and  this  in  a 
case  of  a man  in  extremis. 

The  results  have  been  gratifying.  All  pa- 
tients beyond  eight  weeks  following  definitive 
surgery  are  happy  with  their  surgical  results. 
Only  one  single  significant  malnutrition  prob- 
lem has  been  confronted.  Admittedly  many 
have  never  regained  their  pre-surgical  weight 
level  but  these,  by  and  large,  represent  the 
group  of  patients  who  were  overweight  prior 
to  operation.  One  man  had  mild  dumping 
symptoms  for  2-3  months,  another  woman  had 
post-prandial  distress  for  about  8-9  months, 
but  both  are  now  free  of  symptoms  ascribable 
to  the  dumping  syndrome.  All  but  two  who 


have  been  over  eight  weeks  from  the  time  of 
operation  have  returned  to  their  customary 
employment — provided  they  were  employed 
prior  to  operation.  We  have  been  fortunate 
in  having  adequate  direct  or  nearly  direct 
follow-up  in  all  cases. 

Statistics  On  Operations 

The  series  includes  a total  of  39  operations 
in  33  different  patients.  Of  26  simple  subtotal 
gastric  resections  with  or  without  omentec- 
tomy,  7 were  done  for  bleeding  duodenal  ulcer, 
2 for  bleeding  gastric  ulcer,  7 for  intractable 
duodenal  ulcer,  3 for  intractable  or  recurrent 
gastric  ulcer,  2 for  obstructing  duodenal  ulcer, 
1 for  acute  perforated  duodenal  ulcer,  3 for 
malignant  disease,  and  1 for  multiple  gastric 
polyps  with  anemia.  An  incidental  cholecys- 
tectomy was  done  concomitantly  with  the  last 
mentioned  procedure.  A single  supraradical 
procedure  consisting  of  98%  gastric  resection 
with  en  bloc  omentectomy,  splenectomy,  cau- 
dal pancreatectomy,  and  wide  dissection  of 
lymph  gland  bearing  tissues  was  carried  out. 
This  of  course  was  intended  as  a curative 
cancer  operation,  although  the  pathology  re- 
port revealed  only  a large,  benign  gastric 
ulcer.  One  marginal  or  stomal  ulcer  was 
treated  by  radical  gastrojejunal  resection  with 
Billroth  II  reconstruction.  Three  posterior 
gastroenterostomies  were  done — one  for  duo- 
denal obstruction  in  a man  who  had  recently 
undergone  closure  for  a perforated  duodenal 
ulcer,  one  in  a bad  risk,  aged  woman  with  an 
intractable  duodenal  ulcer,  and  one  combined 
with  vagotomy  in  an  aged  man  with  duodenal 
diverticula  and  repeated  hemorrhage.  A 
single  case  of  perforated  duodenal  ulcer  was 
treated  with  simple  closure  of  the  perforation 
and  drainage  of  associated  subphrenic  abscess. 
Another  case  of  perforated  duodenal  ulcer  was 
treated  by  simple  closure  of  the  perforation 
and  a third  case  of  perforated  duodenal  ulcer 
was  treated  by  primary  gastrectomy.  Three 
hiatus  hernia  repairs  are  included  in  the 
series — one  accomplished  transthoracically 
and  two  transabdominally.  Two  hemigas- 
trectomies  plus  vagotomy  were  carried  out  for 
bleeding  duodenal  ulcer.  Finally,  a hamar- 
toma of  the  gastric  antrum  was  treated  by 
simple  excision. 
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We  have  never  turned  down  a patient  for 
gastric  surgery  who  we  felt  needed  operation 
regardless  of  cardiovascular  and  other  contra- 
dicting disease.  The  patients’  ages  have 
ranged  from  21  years  to  83  years.  We  are 
increasingly  more  confident  and  impressed 
that  cardiacs  and  aged,  depleted  patients  can 
tolerate  major  gastric  surgery,  and  we’ve  taken 
some  delight  over  some  who  have  survived 
surgery  despite  vigorous  warnings  of  medical 
consultants. 

We’d  like  to  present  in  detail  some  of  our 
more  exciting  cases. 

Case  No.  1 

An  83  year,  white  man  was  admitted  follow- 
ing passage  of  several  black  stools  and  a faint- 
ing episode.  Twice  during  the  preceding  six 
months  he’d  been  hospitalized  for  similar  dif- 
ficulties, and  he’d  been  on  a medical  program 
for  suspected  small  hiatus  hernia  seen  on  G.I. 
series.  Earlier  in  his  life  he  had  a right  upper 
quadrant  abscess  drained  following  a bout  of 
acute  cholecystitis,  but  he’d  refused  definitive 
gall  bladder  surgery.  On  initially  seeing  this 
man,  he  was  weak,  shocky,  and  depleted  in 
blood  volume.  Vigorous  conservative  treat- 
ment was  advised  because  he’d  stopped  bleed- 
ing on  two  previous  occasions,  and  it  seemed 
unlikely  he’d  survive  emergency  surgery.  He 
bled  intermittently  for  ten  days — was  re- 
peatedly transfused  — and  simply  refused 
either  to  die  or  get  well.  A decision  to  act 
was  made;  a G.I.  series  was  completely  normal, 
and  laparotomy  was  performed.  On  opening 
and  exploring  the  stomach,  a moderate  amount 
of  blood  was  found,  but  no  single  bleeding 
point  could  be  identified,  and  no  hiatus  hernia 
was  present.  We  proceeded  with  a blind 
gastrectomy  which  the  patient  tolerated  well. 
Just  one  unfortunate  finding  was  noted  prior 
to  closing  the  abdomen — his  common  duct  was 
packed  full  of  gall  stones.  Following  surgery 
examination  of  his  stomach  disclosed  a small, 
chronic,  benign  greater  curvature  ulcer.  The 
patient  did  well  until  the  third  day  when 
beginning  icterus  was  noted.  Subsequently 
his  icterus  deepened,  he  developed  fever  and 
chills,  and  on  the  eighth  day,  feeling  death 
would  ensue  from  obstructive  jaundice  and 
ascending  cholangitis,  we  re-entered  his  ab- 


domin  and  explored  and  emptied  out  his 
common  duct  which  was  packed  full  of  gaU 
stones.  His  post  operative  course  was  slow 
and  stormy,  but  one  month  later  he  was  home 
and  has  stayed  there,  a very  happy  man  who 
is  comfortable  and  healthy  but  for  occasional 
accumulation  of  peripheral  edema  controlled 
with  diuril. 

Case  No.  2 

A 55  year,  diabetic  man  with  a long  history 
of  severe  congestive  heart  failure  entered  the 
hospital  with  a one  week  history  of  epigastric 
pain.  We  were  asked  to  see  him  when  he 
suddenly  became  shocky.  On  the  preceding 
day  a G.I.  series  had  revealed  a “giant”  duo- 
denal ulcer.  Shortly  after  we  saw  the  man 
he  went  into  severe  shock  and  passed  his  first 
of  many  massive,  bloody  stools.  As  fast  as 
we  could  get  blood  he  was  transfused,  but 
remained  in  progressive  shock.  Four  hours 
after  we  saw  him,  despite  adequate  warning 
from  the  cardiovascular  consultant,  we  took 
the  patient  to  the  operating  room  pulseless 
and  without  blood  pressure.  We  pumped 
several  pints  of  blood  through  two  intravenous 
cutdowns  over  a half-hour  period  to  restore 
pulse  and  systolic  pressure  to  80,  anesthetized 
him  and  explored  him.  We  were  chagrined 
to  find  massive  induration  and  foreshortening 
of  the  first  and  second  portions  of  the  duo- 
denum precluding  duodenal  stump  closure. 
A tube  duodenostomy  was  carried  out  and  a 
routine  75%  gastrectomy  Billroth  II.  The 
patient  had  a controlled  duodenal  fistula 
which  took  three  and  one-half  weeks  to  close, 
but  otherwise  did  very  well  and  is  a most 
content  and  grateful  patient  now  ten  months 
later.  We  should  mention  that  his  ulcer 
crater  was  fully  3 cm.  in  diameter  and  fore- 
warn that  these  giant  duodenal  ulcers  have 
been  well  described  as  dangerous  lesions 
which  will  never  heal  on  a medical  program; 
when  they  start  to  bleed,  they’ll  bleed  fast 
and  will  not  stop.  Our  patient  followed  suit. 

Case  No.  .3 

A 66  year  old,  retired  Negro  preacher  who 
had  been  all  but  crippled  on  a pulmonary 
basis  due  to  emphysema  and  chronic  bron- 
chitis, entered  the  hospital  with  a three  months 
history  of  epigastric  pain  and  extensive  weight 
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loss  and  a 72  hour  history  of  melena  and 
vomiting  of  bright  blood.  He  was  a wasted, 
chronically  ill  man  with  depleted  blood  volume, 
a severe  productive  cough,  and  a frighteningly 
fixed  chest  with  increased  anterior-posterior 
diameter.  A G.I.  series  revealed  a 5 cm. 
ulcerating  lesion  of  the  posterior  gastric  wall. 
He  was  repeatedly  transfused  to  normal  blood 
volume  and  scheduled  for  laparotomy.  On  the 
morning  of  surgery  we  were  concerned  to  find 
he’d  developed  very  severe  epigastric  pain  and 
spiked  a fever  of  103°  during  the  early  morn- 
ing hours.  We  felt  he  was  a dying  man  who 
had  acutely  penetrated  or  perforated  his  lesion. 
Nevertheless,  we  explored  him  and  found 
extensive,  indurated,  ulcerated,  apparently 
malignant,  lesion  of  the  posterior  gastric  wall 
that  had  penetrated  deeply  into  the  pancreas 
and  created  extensive  acute  reaction  in  the 
lesser  sac.  Surprisingly,  liver  metastases  and 
grossly  involved  lymph  glands  were  absent. 
We  were  about  to  call  the  lesion  inoperable 
and  close  him  up  when  we  inadvertently  en- 
tered the  necrotic  lesion  in  attempting  to  get 
a biopsy.  This  committeed  us  to  subtotal 
gastric  resection  which  was  accomplished  with 
ease,  but  of  course  the  deeply  penetrating 
ulcer  crater  on  the  pancreas  was  left  in  situ. 
The  patient  made  a remarkable  recovery.  We 
anticipated  need  for  post  operative  trache- 
ostomy, but  this  was  never  required.  Path- 
ology report  confirmed  the  diagnosis  of  adeno- 
carcinoma. Amazingly,  the  patient’s  physi- 
cian assures  us  this  man  is  walking  the  streets 
of  Laurel  now  thirteen  months  since  surgery 
without  abdominal  complaints.  This  opera- 
tion was  strictly  a palliative  effort,  however. 

Case  No.  4 

This  is  one  of  the  most  amazing  men  we’ve 
ever  cared  for.  He’s  been  through  the  peptic 
ulcer  gamut,  and  he’s  been  through  three 
separate  major  surgical  procedures  in  our 
hands.  Immediately  following  each  procedure 
he  went  into  shock  and  looked  as  if  he  would 
die,  only  to  quickly  recover  and  go  about  his 
business.  He  is  a frail,  85  pound,  52  year  old, 
white  man,  very  badly  crippled  with  rheuma- 
toid arthritis  and  the  classical  deformity  of 
Still’s  disease.  He  had  a chronic  ulcer  history, 
and  when  we  saw  him  he  presented  a four 


day  old  perforated  duodenal  ulcer  communi- 
cating with  a massive  subphrenic  abscess 
cavity.  He  was  in  septic  shock  then,  and  we 
thought  he’d  die.  For  24  hours  he  was  main- 
tained on  I.V.  Chloromycetin,  norepinephrine, 
and  nasogastric  drainage.  Then  we  were  able 
to  get  him  off  the  norepinephrine  and  decided 
to  surgically  drain  the  abscess  and  hopefully 
close  the  perforation.  This  was  accomplished 
without  ever  entering  the  free  peritoneal 
cavity,  but  simply  approaching  the  perfora- 
tion through  the  large  air  and  fluid  filled 
abscess  cavity.  He  did  well  after  early  post 
operative  shock,  but  we  subsequently  were 
concerned  to  note  his  stomach  remained  ab- 
solutely obstructed.  On  the  eighth  post  op- 
erative day  we  reopened  on  this  man — this 
time  traversing  the  general  peritoneal  cavity 
and  avoiding  the  abscess  cavity.  A simple 
posterior  gastroenterostomy  was  constructed 
in  the  most  dependent  portion  of  the  gastric 
antrum.  Once  again  the  patient  was  tran- 
siently, frighteningly  shocky  post  operatively, 
but  he  promptly  recovered  and  was  a very 
happy  man.  Just  about  one  year  later  to  the 
day  he  was  readmitted  to  the  hospital  in 
trouble.  This  time  he  presented  severe,  acute 
substernal  pain  suggesting  myocardial  infarc- 
tion. He  also  gave  a history  of  repeated 
black,  tarry  stools  during  preceding  weeks. 
His  substernal  pain  promptly  responded  to 
blood  transfusions,  and  the  cardiovascular 
consultant  ruled  that  only  myocardial  ischemia 
was  in  evidence  on  electrocardiogram.  A G.I. 
series  confirmed  the  diagnosis  of  marginal 
ulcer.  He  was  given  a week  or  so  of  rest, 
restored  to  normal  blood  volume,  and  once 
again  explored.  This  time  a good,  radical 
gastrojejunal  resection  with  Billroth  II  re- 
construction was  carried  out.  We  also  resected 
a Meckel’s  diverticulum  which  was  found. 
The  speciment  contained  a small  marginal 
ulcer  in  the  jejunum  just  beyond  the  stoma. 
We  felt  he’d  surely  die  of  his  post  operative 
shock  this  time,  but  again  he  amazed  us  with 
his  recovery.  He  dumped  a bit  for  a few 
months,  but  he’s  now  happy  and  healthy  with 
regard  to  his  G.I.  tract.  He  wants  us  to  fix 
his  bilateral  inguinal  hernias,  but  thus  far 
we’ve  avoided  this  operation. 
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Cancer  Operations 

On  the  subject  of  our  limited  cancer  experi- 
ence— two  palliative  resections  were  done  for 
carcinoma,  one  (described  above)  now  thir- 
teen months,  living  and  well;  the  other  only 
four  months  and  currently  well.  Another 
resection  was  done  for  reticulum  cell  sarcoma 
of  the  pylorus.  This  man  is  free  of  disease 
fully  two  years  following  surgery,  but  it  must 
be  borne  in  mind  that  this  lesion  always  sooner 
or  later  recurs  and  proves  to  be  a systemic 
disease.  Earlier  we  mentioned  a fourth  pa- 
tient subjected  to  a radical,  curative  procedure 
for  what  proved  to  be  a benign  lesion.  He 
presented  a classical  history  and  x-ray  picture 
of  gastric  carcinoma  involving  the  middle 
third  of  the  stomach.  At  operation  we  were 
surprised  to  find  a favorable  lesion.  He  sur- 
vived his  98  % gastrectomy  with  en  bloc  caudal 
pancreatectomy,  splenectomy,  omentectomy, 
and  wide  resection  of  lymph  gland  bearing 
tissues,  but  he  subsequently  presented  a 
chronic  malnutrition  state  which  recently 
brought  him  to  reoperation  consisting  of  je- 
junal interposition  between  esophagus  and 
duodenum  in  the  creation  of  an  artificial  gas- 
tric reservoir.  His  early  post  operative  course 
is  gratifying  but  unproven  by  time.  We  are 
to  be  criticized  for  putting  this  man  through 
such  massive  surgery  for  a benign  lesion. 

One  death  occurred,  ironically,  complicating 
the  operation  of  the  very  least  magnitude  of 
all  described  in  this  series.  This  was  a 65 
year,  white  man  with  acute  perforated  duo- 
denal ulcer  which  was  treated  by  prompt, 
simple  plication.  This  man  was  dehydrated 
and  in  shock  when  first  seen  by  us,  and  a 
severe  urinary  shutdown  and  preexisting  mas- 
sive metabolic  derangement  led  to  his  death 
on  the  third  post  operative  day. 

While  we  have  had  no  deaths  in  electively 
operated  cases  or  in  any  of  our  resected  cases, 
the  ensuing  discussion  of  early  complications 
in  the  series  is  considerable.  Two  patients 
required  very  early  reexploration  for  control 
of  gastric  hemorrhage  from  the  lesser  curva- 
ture of  Hofmeister  suture  line  following  the 
Billroth  II  operation.  This  is  due  only  to 
faulty  technique.  Both  subsequently  did  well, 
but  this  is  a frightening  complication.  One 


patient  following  combined  hemigastrectomy 
vagotomy  (and  incidental  splenectomy  for 
injury  of  the  spleen)  had  prolonged  stomal 
edema  and  was  unable  to  retain  food  until 
the  eighth  post  operative  day  before  doing 
well.  One  patient  exhibited  a protracted 
ileus  and  aerophagia  before  recovering.  One 
patient  developed  a superficial  wound  abscess. 
One  patient  operated  on  for  carcinoma  de- 
veloped a duodenal  fistula  which  subsequently 
closed  on  prolonged  aspiration-drainage.  A 
single  incidence  of  phlebitis  involving  the 
greater  saphenous  vein  was  successfully 
treated  with  simple  ligation  of  the  vein.  We 
mentioned  the  old  man  who  developed  ob- 
structive jaundice  and  ascending  cholangitis 
requiring  evacuation  of  gall  stones  from  his 
common  duct  on  the  eighth  day  following 
emergency  gastrectomy  for  bleeding  gastric 
ulcer. 

Finally,  the  most  severe  and  hopefully,  the 
only  complication  to  give  rise  to  permanent 
sequalae  was  a cerebral  vascular  accident  on 
the  sixth  day  following  gastrectomy  for  ulcer. 
This  60  year  old  man  remains  badly  disabled 
from  his  residual  paralysis  now  five  months 
following  operation. 

In  all  there  have  been  ten  post  operative 
complications  in  thirty-nine  operations  on 
thirty-three  patients.  This  figure  isn’t  low, 
and  we’re  to  be  thankful  that  there  have  been 
no  deaths  but  for  the  single  man  in  extremis 
mentioned. 

Of  the  three  hiatus  hernias  done,  two  have 
been  completely  relieved  symptomatically 
now  fourteen  and  thirteen  months  respectively, 
post  operatively.  The  third  patient  is  im- 
proved but  not  free  of  all  symptoms  now  six 
months  following  her  surgery.  She  is  a neu- 
rotic individual,  and  perhaps  she’s  primarily 
happy  with  her  procedure  because  we  were 
able  to  assure  her  she  had  no  cancer  follow- 
ing her  surgery.  However,  it’s  only  fair  to 
state  doubt  that  we’ve  done  much  to  improve 
her  somatic  health  by  repairing  her  very  small 
hiatus  hernia. 

Summary 

(1)  Surgery  of  the  upper  gastrointestinal 


142 


May,  1962 


Experience  in  Upper  Gastrointestinal  Tract  Surgery — Tobin 


tract  should  not  be  viewed  with  as  much  fear 
as  has  been  witnessed  in  years  passed. 

(2)  Surgeons  in  small,  outlying  hospitals 
are  now  adequately  trained  and  equipped  to 
deal  with  upper  G.I.  lesions  as  successfully  as 
those  in  larger  centers. 

(3)  It  is  of  the  utmost  importance  that 
surgical  complications  of  duodenal  ulcer  be 
dealt  with  early,  and  patients  with  chronic, 
intractable,  and  recurrent  duodenal  ulcer 


symptoms  should  be  more  readily  referred 
to  the  surgeon. 

(4)  The  vast  majority  of  gastric  ulcers 
should  be  surgically  treated. 

(5)  Only  earlier  detection  and  more  routine 
surgical  attack  on  gastric  ulcer  will  alter  the 
cure  rate  in  gastric  cancer. 

(6)  Hiatus  hernia  can  indeed  be  a signifi- 
cantly symptomatic  lesion  and  is  amenable  to 
surgical  repair  where  indicated. 


TREATMENT  OF  DIABETES 

Because  of  its  prevalence  and  chronicity,  diabetes  mellitus  should 
be  the  continuing  concern  of  all  physicians,  regardless  of  their  type  of 
practice.  An  essential  part  of  treating  the  condition  is  teaching  the 
patient  how  to  live  with  it. 

As  in  any  educational  program,  a systematic  approach  should  be 
used.  Each  physician  should  have  certain  specific  objectives  clearly  in 
mind  as  he  teaches  his  diabetc  patients. 

To  aid  him,  the  American  Diabetes  Association  has  prepared  the 
following  check  list  of  nine  basic  elements  of  treatment,  which  consti- 
tutes a minimum  program  for  diabetes  management. 

1.  Diet 

2.  Urine  testing 

3.  Action  of  insulin  and  other  hypoglycemic  agents 

4.  Technique  of  insulin  injection  and  sites  for  it. 

5.  Care  of  syringe  and  of  insulin 

6.  Symptoms  of  hypoglycemia 

7.  Symptoms  of  uncontrolled  diabetes 

8.  Care  of  the  feet 

9.  What  to  do  in  case  of  acute  complications 

This  guide  is  not  only  of  value  in  the  initial  education  of  a new 
diabetic,  but  can  also  be  most  helpful  to  both  patient  and  physician 
in  the  subsequent  years  of  management. 

Subcommittee  on  Teaching  of  Diabetes  in  Hospitals  of  the  Committee 

on  Professional  Education  of  which  Dr.  Lewis  B.  Flinn  is  a member. 
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ACUTE  MYOCARDIAL  INFARCTION 


* This  is  a statistical  survey  of  the  incidence  of 
acute  myocardial  infarction  as  it  occurred  in  10 
years  in  a small  hospital. 


Charles  M.  Moyer,  M.D. 


The  Nanticoke  Memorial  Hospital  admitted 
its  first  patient  January  28,  1952.  At  that 
time  the  hospital  had  a total  of  32  beds.  In 
December  1957,  the  capacity  was  increased  to 
75  beds.  The  total  number  of  admissions  dur- 
ing the  decade  January  1952  to  January  1962 
was  24,799.  This  consisted  of  4,751  maternity 
admissions,  4,447  nursery  admissions  and 
15,601  medical  and  surgical  patients.  The 
hospital  serves  an  area  within  a radius  of  15 
miles,  with  a combined  population  of  approxi- 
mately 30,000  inhabitants. 

Today  the  majority  of  all  deaths  in  this 
country  are  due  to  heart  disease.  Two-thirds 
of  these  deaths  are  due  to  coronary  artery 
disease.  In  1900  pneumonia  was  the  greatest 
cause  of  death  with  tuberculosis  in  second 
place. 

In  1875,  the  medical  literature  recorded  the 
first  description  of  coronary  occlusion  by 
Adolph  Hammer.  In  1912,  Herrick  was  the 
first  physician  to  observe  that  a patient  could 
suffer  an  acute  myocardial  infarction  and 
survive.  As  late  as  1921,  a publication  by 
the  American  Medical  Association,  on  diseases 
of  the  heart,  made  no  mention  of  acute  myo- 
cardia  infarction. 

The  incidence  of  the  disease  has  increased 
markedly  within  the  past  10  years.  Disease 
of  the  heart  and  blood  vessels  caused  over 


Dr.  Moyer  is  Chief  of  Medicine.  Nanticoke  Memorial  Hospital. 


one-half  of  all  deaths  in  1958.  Cardiovascu- 
lar disease  caused  51.4%,  while  all  other 
diseases  caused  48.6%  of  the  deaths  in  that 
year.  Coronary  atherosclerosis  was  responsible 
for  47.5%  of  the  deaths  from  cardiovascular 
diseases.  Myocardial  degenerative  diseases 
caused  9.4%  of  the  deaths.  Vascular  disease 
of  the  central  nervous  system  was  responsible 
for  20.9%.  Hypertension  13%,  rheumatic 
fever  3%  and  other  causes  6.2%. 

Percentages  Are  High 

Acute  coronary  occlusions  cause  one-sixth 
of  all  cases  of  sudden  deaths.  Forty  per  cent 
of  all  cases  of  acute  myocardial  infarction  die 
at  once  or  after  the  first  several  days  after 
hospital  admission. 

Of  300  soldiers  killed  in  action  in  Korea, 
77%  had  gross  evidence  of  coronary  athero- 
scleroses, while  30%  had  30%  narrowing  of 
the  main  coronary  vessels  and  3%  had  com- 
plete occlusion. 

The  most  likely  age  for  the  occurence  of 
coronary  artery  disease  is  as  follows: 


Under  5 years  7.0% 

5 to  24  years  8.4% 

25  to  44  years 27.8% 

45  to  64  years  51.7% 

65  to  74  years  62.3% 

Over  75  years  71.0% 


There  is  noted  a changing  ratio  of  coronary 
artery  disease  to  all  deaths.  In  1925,  this  was 
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20.2%,  while  at  the  present  time  it  is  over 
52%.  Certain  regional  areas  have  shown  an 
increased  incidence  of  cardiovascular  disease. 
Between  the  years  of  1950  and  1958,  the  New 
England  states  have  shown  a 6%  increase, 
the  Middle  Atlantic  states  18%  increase,  and 
North  Central  states  an  increase  of  39%. 

In  the  white  male  there  is  a higher  inci- 
dence of  coronary  occlusion  deaths  than  in 
the  white  female,  with  a steady  increase  in 
the  ratio  in  the  younger  age  group.  In  the 
35  to  44  age  group,  there  has  been  a 6.6% 
increase  in  male  over  the  female,  while  the 
45  to  54  age  group  shows  a 5.3%  increase, 
55  to  64,  3.2%  and  65  to  74,  2%. 

Factors  Present 

What  factors  make  an  individual  prone  to 
develope  coronary  atheroscleroses  and  occlus- 
ions? 

1.  Age  . . . Increasing  age  of  general  popu- 
lation. The  highest  incidence  of  coronary  oc- 
clusion is  in  the  75  year  plus  age  group. 

2.  Sex  . . . Greater  incidence  in  the  male. 

3.  Heredity  . . . The  chance  of  myocardial 
infarction  is  four  times  greater  if  parents  had 
coronary  artery  disease  at  an  early  age. 

4.  Body  type  . . . Mesomorphs  have  an  in- 
creased likelihood  of  developing  coronary  ar- 
tery disease  at  an  early  age. 

5.  Obesity  . . . With  standard  individuals 
as  100%,  a moderately  overweight  person  has 
increased  his  risk  to  146%,  while  a markedly 
overweight  patient  has  167%  increase  of  in- 
cidence. 

6.  Smoking  . . . Proven  increase  of  arthero- 
sclerotic  cardiovascular  disease  with  increased 
cigarette  smoking. 

7.  Hypertension  . . . With  systolic  blood 
pressure  of  less  than  120  mgm.  Hg,  the  risk 
of  coronary  disease  is  28%,  while  a blood 
pressure  over  180  mgm  of  Hg  increases  the 
risk  to  233%. 

Fifty  per  cent  of  all  men  and  75%  of  all 
women  with  arteriosclerosis  have  or  had  hyper- 
tension. 

8.  Stress 

9.  Diabetes 


10.  Physical  activity  ...  It  is  now  known 
that  lack  of  physical  activity  and  increasing 
years  add  to  the  incidence  of  coronary  athero- 
scleroses. 

11.  Diets  . . . Those  high  in  total  fat  and 
cholesterol  are  a factor.  Mortality  is  higher 
when  a high  percentage  of  calories  in  diet  are 
from  fat  intake.  In  the  U.S.  45%  of  total 
calories  are  from  fat  in  diet,  while  in  Japan, 
only  8%  are  from  fat.  In  U.S.  52%  of  deaths 
are  from  cardiovascular  disease,  whUe  in  Japan 
only  3%  are  recorded  as  due  to  this  disease. 
In  age  group  30  to  60  years,  blood  cholesterol 
of  over  260  mgm,  increase  greatly  the  prob- 
ability of  developing  cardiovascular  disease, 
whUe  a blood  cholesterol  of  less  than  200 
mgm,  decreases  by  one-fifth  the  chance  of 
developing  a coronary  occlusion. 

At  the  Nanticoke  Memorial  Hospital,  in  the 
past  10  years,  3,434  electrocardiograms  have 
been  recorded.  Of  this  number,  183  cases  of 
acute  myocardial  infarction  have  been  noted. 
The  youngest,  32  years  of  age,  while  the  oldest 
patient  was  85  years. 

This  statistical  survey  included  only  cases 
of  acute  myocardial  infarction. 

Incidence  In  Age  Groups 

In  the  age  group  30  to  40,  eight  cases  oc- 
cured  with  7 males,  and  1 female.  The  female 
also  had  severe  diabetes  mellitus.  In  this 
30th  decade  there  were  two  deaths,  one  female 
and  one  male.  Three  of  these  infarctions  were 
posterior  (inferior)  in  location,  while  the  re- 
mainder were  anterior  and  anterio-lateral.  The 
only  male  death  recorded  was  posterior  infarc- 
tion. While  the  diabetic  female  suffered  an 
extensive  anterior  occlusion.  Deaths  of  both 
patients  occurred  within  48  hours. 

In  the  40  to  50  decade,  there  were  26  acute 
infarction,  24  males  and  2 females,  with  2 
deaths,  both  deaths  occurring  within  24  hours 
of  hospital  admission.  In  this  group,  there 
were  12  posterior  (inferior)  infarction,  4 an- 
terior, 4 antero-septal,  1 high  lateral,  and  2 
subendocardial  and  1 anterolateral,  1 postero- 
lateral. 

The  50  to  60  age  group  had  52  cases  with 
10  females  and  42  males.  In  this  group,  there 
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were  13  deaths,  6 deaths  occurred  within  24 
hours  of  hospital  admission,  while  one  occurred 
on  each  of  the  following  hospital  days;  2 on 
the  3rd  day,  one  on  the  5th,  7th,  13th  day  and 
2 on  the  15th  day. 

In  the  60th  decade  there  were  46  cases,  11 
females  and  35  males. 

There  were  20  deaths  in  the  60  to  70 
decade. 

In  this  group,  again  most  deaths  occurred 
within  the  first  24  hours  after  hospital  admis- 
sion, with  8 deaths  on  the  first  day,  followed 
by  1 death,  each  on  the  2nd,  3rd,  5th,  two  on 
the  15th  and  two  on  the  21st  days. 

The  7th  decade  revealed  42  cases  with  21 
males  and  21  females.  Twenty-one  of  these 
patients  expired.  Eight  patients  died  on  the 
first  day  of  hospitalization,  two  on  the  second 
day,  two  on  the  fourth,  two  on  the  5th,  one 
each  in  the  9th,  15th,  and  16th  day  and  two, 
each  on  the  13th  and  18th  days. 

In  the  last  decade  reported  of  the  80  to  90 
age  group,  there  were  nine  cases.  Seven  males 
and  2 females,  with  3 hospital  deaths  on  the 
8th,  16th  and  30th  days. 

Location  of  acute  infarction  with  mortality 
is  as  follows: 

Anterior  and  antero-lateral,  53  cases  with 
19  deaths.  Posterior  (inferior)  63  with  13 
deaths.  Antero-septal,  16  with  5 deaths;  14 


undifferentiated,  since  death  occurred  before 
electrocardiogram  indentification  was  possible. 

Deaths 

Number  Within 


Age 

Patients 

Male 

Female 

Deaths 

1st  48 

30  to  40 

8 

7 

1 

2 

1 

40  to  50 

26 

24 

2 

2 

2 

50  to  60 

52 

42 

10 

13 

7 

60  to  70 

46 

35 

11 

20 

9 

70  to  80 

42 

21 

21 

21 

10 

80  to  90 

9 

7 

2 

3 

0 

183 

136 

47 

61 

29 

At  the  Nanticoke  Memorial  Hospital,  in 
10  years,  there  have  been  696  deaths.  This 
includes  78  stillborns,  426  classified  as  Medical, 
39  Surgical,  2 Maternity  deaths.  Fifty-two 
traumatic  deaths.  The  other  specialities  had 
a total  of  111,  including  79  Pediatric  deaths. 
Acute  myocardial  infarction  has  caused  less 
than  10%  of  all  hospital  deaths  and  14%  of 
all  deaths  in  the  Medical  Department. 

In  Summary 

One  hundred  eighty-three  cases  occurred 
with  136  males  and  47  female.  Marked  pre- 
ponderence  of  males  over  females  is  especially 
noted  in  the  age  group  under  60  years.  The 
overall  mortality  during  hospitalization  was 
30.6%.  Of  this  number  29  cases  or  20.8% 
died  within  48  hours  of  hospital  admission. 
All  but  2 of  these  later  deaths  occurred  during 
the  first  24  hours. 

References  will  be  supplied  by  the  Journal  on  request. 


ANNUAL  MEETING  — AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS 

The  American  College  of  Chest  Physicians  will  hold  its  5-day  Annual  Meeting  at  the 
Morrison  Hotel,  Chicago,  June  21-25,  1962.  It  will  culminate  with  a joint  meeting 
between  the  American  College  of  Chest  Physicians  and  the  AMA  at  McCormick 
Place,  Chicago’s  new  convention  center. 
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CONTINUOUS  MEPERIDINE  DRIP 
IN  GERIATRIC  ANESTHESIA 


* In  a series  of  cases  presented,  the  author 
reports  on  the  problem  of  providing  safe  anesthetic 
techniques  for  an  aging  population. 


Robert  F.  Lewis,  M.D. 


The  challenge  of  providing  safe  anesthetic 
techniques  for  an  aging  population  has  led  to 
many  advances  in  the  past  two  decades.  With 
increasing  insight  into  the  problems  of  the 
geriatric  patients  and  their  responses  to  vari- 
ous drugs,  a number  of  techniques  have  evolved 
enabling  the  surgeon  to  extend  greatly  the 
scope  of  his  efforts  in  this  field.  With  recogni- 
tion of  the  importance  of  pre-operative  prepar- 
ation in  regard  to  hemoglobin,  blood  volume, 
electrolyte  balance,  etc.;  with  premedication 
tailored  to  the  physical  rather  than  the  chrono- 
logical age  and  with  close  observation  of  the 
recovery  period,  a number  of  anesthetic  agents 
can  be  safely  administered  to  the  elderly  pa- 
tient, even  though  in  a brittle  general  condi- 
tion. 

The  use  of  a continuous  meperidine  (Dem- 
erol) drip  associated  with  thiopental  induc- 
tion and  nitrous  oxide-oxygen  mixtures  was 
reported  by  Johnson  in  England  and  by  Ran- 
dall, Belton  and  Leigh  in  Canada  in  1951-52. 
In  1956,  Ausherman,  Nowill  and  Stephen  re- 
ported an  analysis  of  1000  cases  of  controlled 
analgesia  with  continuous  meperidine  drip 
combined  with  intermittent  injections  of  thio- 
pental and  inhalation  of  nitrous  oxide-oxygen. 


Dr.  Lewis  is  Chief  of  Anesthesiology,  Nanticoke  Memorial 
Hospital.  Seaford;  Courtesy  Staff.  Milford  Memorial  Hospital, 
Milford,  Delaware. 


In  this  group  were  35  patients  70  years  of 
age  or  older.  It  was  noted  that  in  the  dilute 
solution  used,  the  severe  respiratory  depression 
and  sudden  hypotension  occasionally  seen 
with  single  intravenous  doses  of  15-50  mgm 
of  meperidine  did  not  occur  and  that  the  re- 
quirements for  thiopental  were  reduced  by 
50%.  In  their  series,  recovery  was  more 
rapid  and  confusion  less  marked  than  when 
thiopental-nitrous  oxide  combinations  were 
used  alone.  In  view  of  the  tendency  of  thio- 
pental to  produce  a sudden  though  transient 
drop  in  cardiac  output  and  the  somewhat  un- 
predictable reactions  of  this  age  group  to 
barbiturates  in  general,  it  was  decided  to  apply 
this  technique  to  a series  of  geriatric  patients 
while  eliminating  or  reducing  to  a minimum 
the  use  of  thiopental. 

Methods 

Pre-medication  consisted  of  meperidine, 
25-75  mgm  with  atropine  or,  less  often,  scopo- 
lamine, 0.3-0. 4 mgm  given  45  minutes  to  one 
hour  pre-operatively.  Three  patients  also 
received  chloral  hydrate,  250  mgm  and  one, 
phenergan,  25  mgm  1^/2  hours  before  surgery. 
The  meperidine  drip  was  prepared  in  a 0.05% 
solution  (250  mgm  in  500  cc  5%  dextrose  in 
water).  This  solution  was  allowed  to  drip 
rather  rapidly  until  the  respiratory  rate 
reached  12  per  minute.  The  rate  of  drip  was 
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then  slowed  and  varied  according  to  need 
which  in  a number  of  instances  led  to  a fur- 
ther slowing  of  respiration.  Nitrous  oxide- 
oxygen  was  administered  by  face  mask  unless 
circumstances  indicated  endotracheal  intuba- 
tion. Usually  the  semi-closed  technique  was 
used  unless  assisted  or  controlled  respiration 
was  called  for.  Ratios  of  1:1  to  3:1  were 
utilized  depending  on  response.  Local  infiltra- 
tion of  the  operative  site  with  procaine  or 
Carbocaine  was  frequently  employed.  Suc- 
cinyl  choline  (Quelicine- Abbott)  in  a 0.1% 
drip  and  thiopental  (2-2)4%)  in  intermittent 
doses  were  used  as  indicated.  In  three  cases, 
one  or  another  of  these  combinations  was  used 
to  supplement  spinal  anesthesia  (pontocaine- 
glucose).  Nalline,  5 mgm,  was  given  intra- 
venously at  the  close  of  the  operation  if  the 
respiration  seemed  unduly  depressed  at  that 
time.  Ventilation  was  assisted  or  controlled 
by  an  Etsten  Ventilator. 

Clinical  Material 

There  were  23  cases  in  the  series,  ranging 
in  age  from  71  to  92  years.  Ten  were  men, 
13  women;  twenty  were  white,  3 Negroes.  As 
to  physical  condition,  12  were  classified  as  2, 
six  as  3,  one  as  5 and  four  as  6,  according  to 
the  A.S.A.  classification.  In  the  intra-ab- 
dominal cases,  two  patients  with  intestinal 
obstruction,  one  of  whom  required  bowel  re- 
section, and  one  incarcerated  hernia  were 
done  with  only  meperidine,  nitrous  oxide  and 
succinyl  choline.  One  cholescystotomy  was 
done  with  meperidine-nitrous  oxide  without 
relaxant  and  an  extensive  cholecystectomy, 
choledochostomy,  duodenostomy  was  per- 
formed with  the  addition  of  thiopental.  Out- 
side the  abdomen,  seven  hip  pinnings  were 
done  with  the  meperidine-nitrous  oxide-local 
combination  and  one  with  added  thiopental. 
Two  simple  mastectomies  were  done  with 
meperidine-nitrous  oxide,  one  requiring  added 
local.  A perineal  repair  and  two  plastic  op- 
erations required  only  meperidine-nitrous  ox- 
ide while  another  plastic  was  supplemented 
with  local  anesthesia.  Of  the  three  spinal  an- 
esthesias (two  hip  pinnings  and  a repair  of  an 
obstructing  femoral  hernia,  two  were  supple- 
mented with  meperidine  alone  and  one  with 
addition  of  thiopental. 


Results 

Twenty  patients  recovered  sufficiently  to 
leave  the  hospital,  three  died.  There  were  no 
instances  of  shock  during  surgery  and  al- 
though a number  of  patients  showed  a gradual 
fall  in  blood  pressure  .at  some  point  during 
operation,  it  was  not  possible  to  clearly  allo- 
cate the  surgical  and  anesthetic  factors  and 
no  resulting  pattern  of  post-operative  effect 
could  be  distinguished.  The  fall  of  the  respira- 
tory rate  to  8 per  minute  gave  some  concern 
in  several  cases  but  close  observation  failed 
to  reveal  any  evidence  of  either  hypoxia  or 
hypercarbia  and  respiration  was  assisted  only 
in  the  cases  receiving  muscle  relaxant.  Data 
on  recovery  time  are  unfortunately  rather 
unsatisfactory,  depending  on  nurses’  notes 
and  no  conclusions  can  be  drawn  on  this  point. 
Complications  were  few;  one  patient  showed 
a transient  cerebral  thrombosis  on  the  second 
day,  with  hemiparesis  and  slurring  of  speech, 
which  cleared  quickly  and  the  patient  was  out 
of  bed  on  the  10th  day;  three  other  cases 
showed  varying  degrees  of  confusion.  The 
amount  of  meperidine  required  was  calcul- 
lated  to  be  63.5  mgm  per  hour  compared  to 
the  72.4  mgm  per  hour  reported  by  Ausher- 
man  et  al  for  all  age  groups  in  their  series 
and  the  163  mgm  per  hour  of  thiopental,  when 
used,  was  less  than  one  half  that  in  the  series 
cietd.  The  three  deaths  are  summarized: 

Case  No.  1 

A 92  year  old  white  man  with  an  inter- 
trochanteric fracture  of  the  right  femur  was 
fairly  well  nourished  but  showed  advanced 
arterio-sclerosis.  There  were  frequent  prema- 
ture beats  but  no  evidence  of  cardiac  failure. 
T.98,  P.90,  R.24,  BP.170/70,  Hgb.ll.8gm,  Hct 
36%,  BUN  66.6  (29.5  later);  urine  was  nega- 
tive. Operation  proceeded  without  incident. 
Reaction  time  was  reported  to  be  2 hours, 
40  minutes.  During  the  first  four  hours  his 
blood  pressure  fell  to  110/60  then  returned 
to  the  pre-operative  level.  On  the  17th,  18th 
and  19th  days  he  was  up  in  a wheel  chair, 
but  on  the  afternoon  of  the  19th  day  suddenly 
developed  cyanosis,  dyspnea  and  tachycardia. 
Death  followed  in  less  than  an  hour. 

Case  No.  2 

An  87  year  old  Negro  preacher  with  sub- 
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capital  fracture  of  the  right  femur  was  com- 
pletely disoriented  and  there  was  no  one 
available  to  give  a past  history.  Examination 
showed  a wasted,  extremely  senile  man  with 
rales  at  both  lung  bases,  frequent  premature 
beats,  a loud  systolic  murmur  and  moderate 
cardiomegaly.  There  was  marked  general  ar- 
terio-sclerosis.  T.99.8  (rectal),  P.100,  R.20, 
BP. 138/86,  blood  sugar  and  BUN  normal, 
Hgb.ll.7gm.  Hct.35%,  WBC  4400;  urine  was 
negative.  He  was  digitalized  and  operation 
was  performed  without  incident,  pulse,  respir- 
ation and  blood  pressure  remaining  unusually 
constant.  Post-operatively  he  was  slow  to 
respond  but  was  up  in  a wheel  chair  the  next 
day.  Subsequent  course  was  gradually  down 
hill  and  death  occurred  on  the  17th  day. 

Case  No.  .3 

An  81  year  old  white  man  with  an  incarcer- 
ated left  inguinal  hernia  had  a history  of  an 
old  head  injury  with  episodes  of  cerebral 
seizures  of  unknown  type.  He  was  fairly 
well  nourished,  with  general  arterio-sclerosis, 
limited  chest  expansion,  no  abnormal  cardiac 
findings  reported.  There  was  a huge,  hard, 
exquisitely  tender  hernial  mass.  Operation 
required  resection  of  gangrenous  bowel  and 
anesthetic  management  was  marked  by  a fall 
in  blood  pressure  to  110/80  midway  through 
the  operation  after  which  it  returned  to 
180/120.  Succinyl  choline  was  required  for 
closure  and  respiration  was  controlled  briefly. 
Pulse  and  respiration  showed  little  fluctua- 
tion. He  was  slow  to  react  but  showed  no 
post-operative  hypotension.  The  next  day 
he  sat  up  on  the  side  of  the  bed  but  later 
had  a brief  episode  of  shock  quickly  relieved 
by  oxygen.  He  was  confused  but  he  was  up 
first  post-operative  day  and  soon  walked  the 
length  of  the  hall.  On  the  14th  day  he  sud- 


denly complained  of  chest  pain,  developed 
pallor  and  shock  and  died. 

Autopsy  was  not  performed  in  any  of  these 
cases  but  death  did  not  appear  to  be  related 
to  anesthetic  management. 

Discussion 

This  series  seems  to  indicate  that  continu- 
ous drip  meperidine  is  a safe  and  effective 
adjunct  to  anesthetic  combinations  for  use 
in  operations  involving  geriatric  patients.  Even 
the  poorest  risks  seem  to  tolerate  it  with  only 
minor  and  transient  changes  in  vital  signs. 
While  there  was  a tendency  toward  a lower- 
ing of  blood  pressure,  this  was  seldom  severe 
and  in  no  instance  did  shock  develop  during 
or  immediately  after  surgery.  Often  the  fall 
in  blood  pressure  was  exaggerated,  since  the 
initial  reading  in  the  operating  room  reflected 
a rise,  probably  psychic,  between  the  bed  and 
the  operating  table.  In  two  cases  the  blood 
pressure  fell  during  transfer,  then  rose  as  the 
operation  started.  The  slowing  of  respiration 
need  cause  no  concern  as  it  can  be  readily 
reversed  if  necessary  with  Nalline  and  respira- 
tion can  be  assisted  if  evidence  of  physiological 
disturbances  becomes  suspected  or  apparent. 
No  post-operative  complications  developed 
that  could  be  attributed  to  the  use  of  these 
techniques. 

Summary 

A series  of  cases  is  reported  in  which  con- 
tinuous drip  meperidine  in  various  combina- 
tions with  nitrous  oxide-oxygen,  local  agents, 
thiopental  and  spinal  anesthesia  was  adminis- 
tered to  a group  of  geriatric  patients  for  a 
variety  of  surgical  conditions.  Analysis  of 
the  results  seems  to  indicate  that  this  is  a 
safe  and  effective  agent  in  the  anesthesiolo- 
gist’s armamentarium. 

References  will  be  supplied  by  the  Journal  on  request. 


AMWA  — INVITATION 

The  American  Medical  Women’s  Association  extends  an  invitation  to  all  women 
physicians  attending  the  AMA  Annual  Meeting  in  Chicago  to  be  guests  at  a brunch 
on  Sunday,  June  24,  at  11:00  a.m.,  at  the  Essex  Inn.  Those  attending  please  notify 
the  Association,  1790  Broadway,  New  York  19. 
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SENIOR  CITIZENS  CLUB 
OF  SEAFORD 


* The  Seaford  club  is  a successful  organiza- 
tion composed  of  the  aging  that  does  much  to 
stabilize  personality  changes  in  the  community. 


John  C.  Rawlins,  M.D. 


During  the  Radio  Seminar  of  January  9, 
1962,  Dr.  Baldwin  L.  Keyes,  Professor  Emeri- 
tus of  Jefferson  Medical  College,  Philadelphia, 
Pa.,  speaking  on  “Personality  Changes  of 
Aging,”  showed  the  adverse  effects  on  the 
aging  by  the  prevailing  unsympathetic  atti- 
tudes of  families  and  communities.  He  re- 
vealed the  fact  that  isolation  of  the  aging 
was  the  primary  danger  in  causing  emotional 
breakdown.  Such  isolation  was  caused  by  a 
number  of  things,  namely — families  moving 
away,  people  having  economic  reversals, 
friends  and  companions  dying,  outside  stimuli 
being  excluded  from  everyday  living,  the  aging 
losing  their  purpose  or  objectives,  and  their 
younger  relatives  or  acquaintances  having 
completely  different  interests. 

In  discussing  the  management,  it  was  shown 
that  among  other  things  it  was  important  to 
provide  an  environment  in  which  the  older 
persons  could  re-establish  an  objective,  have 
friends  of  similar  age  with  whom  common  in- 
terests could  be  shared  and  discussed,  and 
thereby  gain  more  emotional  security. 

After  Dr.  Keyes’  lecture.  Dr.  Fred  Richard- 
son, Coordinator  of  Professional  affairs,  Penn- 
sylvania Hospital,  in  asking  how  this  problem 
was  handled  throughout  the  State  of  Dela- 
ware, was  quite  interested  to  hear  that  a 
determined  and  successful  effort  was  being 


Dr.  Rawlin.s  was  formerly  Chief  of  Staff  (I96O-6I),  Nanticoke 
Memorial  Hospital.  Seaford.  Delaware. 


made  in  Seaford,  Delaware,  to  provide  a pro- 
gram for  the  aging  to  give  many  of  the  older 
citizens  a place  to  meet,  exchange  ideas,  ce- 
ment bonds  of  friendship,  and  thereby  get 
adequate  social  foundations  that  would  go  far 
to  prevent  any  adverse  personality  changes. 

Since  many  of  the  doctors  that  were  listen- 
ing to  the  radio  conference  apparently  were 
unaware  of  this  type  of  program,  it  was  deemed 
wise  to  present  the  following  report. 

In  Seaford,  Del.,  on  the  second  and  fourth 
Wednesday  of  every  month,  except  June,  July 
and  August,  approximately  fifty  men  and  wo- 
men, over  the  age  of  sixty-five,  meet  from 
1:00  p.m.  to  4:00  p.m.  at  the  St.  Luke’s  Parish 
House  and  have  a wonderful  time  enjoying 
themselves.  The  group  is  known  as  the  Senior 
Citizens  and  was  organized  in  September, 
1959.  It  is  sponsored  by  the  Soroptimist 
Club. 

Each  meeting  has  basically  the  same  format 
in  which  the  officers,  as  elected  once  a year  by 
the  members,  conduct  a short  business  meet- 
ing, hold  a devotional  period,  and  then  have 
various  forms  of  entertainent  as  supplied  by 
the  members.  A Soroptomist  Club  Committee 
is  always  in  attendance  and  serves  dessert  as 
well  as  providing  transportation  for  senior 
citizens  to  the  meeting.  The  citizens  enjoy 
singing  songs  and  having  programs  in  which 
solos,  duets,  and  readings  are  listened  to 
avidly.  They  play  a variety  of  games  but 
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bingo  is  by  far  the  favorite.  Early  in  the 
club’s  history  it  was  decided  not  to  have 
serious  programs,  although  the  holidays  are 
celebrated  appropriately  and  no  one’s  birth- 
day goes  by  without  proper  recognition.  One 
of  the  highlights  last  year  was  the  Easter 
Parade  in  which  all  the  ladies  modeled  hats 
of  yesteryear.  No  matter  what  the  ages  of 
the  members  are,  they  all  enjoy  talking  among 
themselves  and  having  activities  in  which  they 
can  participate. 

Among  the  various  officers  there  is  a Chair- 
man of  the  “Sunshine  Committee”  who  sends 
cards  to  any  of  the  members  who  become  ill 
and  are  unable  to  attend  the  meetings.  While 
none  of  those  who  have  ever  suffered  fractures 
of  the  hip  have  ever  come  to  a meeting  while 
still  in  a wheelchair,  several  have  made  seem- 
ingly quicker  recoveries  and  have  almost 
triumphantly  walked  into  the  meeting  after 
being  absent  for  a number  of  months. 

Activities  of  the  Senior  Citizens  do  not  stop 
with  the  usual  meetings  at  the  Parish  House. 
There  are  other  events  that  the  members  look 
forward  to  for  months.  Annually  the  Sorop- 
timist  Club,  bearing  all  the  expenses,  takes 
the  entire  group  of  Senior  Citizens  on  a trip 
to  some  point  of  interest — thus  far  they  have 
visited  Wintherthur,  Longwood  Gardens,  The 
John  Dickinson  Home,  State  Government 
Buildings  in  Dover,  and  “old”  New  Castle, 
Del.  Such  trips  have  provided  topics  of  con- 
versation for  days  and  the  group  becomes  more 
united  through  these  activities. 

Each  summer  all  of  the  members  have 
packed  lunches  and  have  gone  by  bus  to  the 
State  Park  at  Trap  Pond  where  they  have  en- 
joyed themselves  at  an  “old  fashioned”  picnic. 

The  Soroptimist  Club,  in  sponsoring  the 
Senior  Citizens,  has  provided  the  necessary 
financial  backing  since  1960.  In  the  first 
year,  1959,  when  the  Soroptimist  Club  was 
completing  its  payment  of  a $5,000.00  pledge 
to  the  Nanticoke  Memorial  Hospital,  the  St. 
Luke’s  Church  donated  the  use  of  the  Parish 
House  and  the  use  of  its  kitchen.  Since  then, 
however,  the  club  has  contributed  a cash 
amount  to  the  church  each  month  for  the  use 
of  the  building. 


The  Curiosity  Shop  located  on  High  Street 
in  Seaford  is  the  only  money  making  project 
that  the  club  has,  but  it  ties  in  beautifully 
with  the  Senior  Citizens.  The  shop  is  a store 
in  which  used  clothing,  jewelry,  china,  bric- 
brac,  furniture,  and  many  other  useful  items 
that  are  contributed  by  people  of  the  com- 
munity are  sold  at  nominal  prices. 

Senior  Citizens  consider  this  as  their  pro- 
ject and  work  in  the  store  as  clerks.  Some 
make  aprons,  pillows,  quilts,  afghans,  and  re- 
finish furniture  to  sell  in  the  store.  They  are 
overwhelmingly  enthusiastic  because  it  gives 
them  something  to  do  with  a definite  purpose. 
If  they  are  not  working,  they  still  drop  in 
during  store  hours  and  meet  with  friends  of 
their  own  age,  with  whom  they  can  sit,  talk, 
and  relax.  To  make  their  socializing  more 
enjoyable,  a refrigerator  and  a coffee  pot  are 
in  good  working  order  for  their  convenience 
and  refreshment.  Not  only  does  the  shop 
provide  a meeting  place,  but  it  has  proved  to 
be  quite  profitable,  enabling  the  Soroptimist 
Club  to  perpetuate  its  good  work. 

At  present  time  there  are  sixty  members 
enrolled  in  the  Senior  Citizens  Club  of  Sea- 
ford,  Delaware,  and  they  not  only  come  from 
the  town  of  Seaford  and  the  surrounding 
rural  area,  but  several  come  from  Laurel, 
Bridgeville,  and  Federalsburg,  Maryland. 

The  present  officers  include:  Victor  E.  Raw- 
lins, Sr.,  age  84,  President,  Roland  Wingate, 
age  74,  Vice  President;  Sadie  Wilson,  Secre- 
tary, and  Jenny  Williams,  Program  Chairman. 

Future  plans  consist  of  improving  the  pres- 
ent program,  increasing  the  enrollment,  and 
purchasing  a building  which  could  be  a per- 
manent club  house  for  the  Soroptimist  Club 
and  the  Senior  Citizens  Club. 

The  community,  and  particularly  members 
of  the  medical  profession,  are  proud  of  the 
accomplishments  of  the  Soroptimist  Club  in 
providing  ^uch  a worthwhile  program  for  the 
aging  and  are  quite  pleased  to  have  this  op- 
portunity to  acquaint  others  with  the  facts 
that  may  help  them  to  meet  the  challenge  of 
the  aging  throughout  the  State  of  Delaware. 
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On  last  month’s  Delaware  Academy  of  Gen- 
eral Practice  Page,  the  Committee  on  Mem- 
bership outlined  some  of  the  purposes  of  the 
American  Academy  of  General  Practice,  some 
of  its  history,  and  defined  the  types  and  quali- 
fications of  membership.  This  month  we  will 
conclude  with  some  thoughts  on  the  benefits 
and  responsibilities  of  membership,  again  lean- 
ing on  the  membership  literature  of  the  na- 
tional Academy. 

Aside  from  identification  with  and  participa- 
tion in  activities  designed  to  raise  the  stand- 
ards and  shape  the  course  of  the  general 
practice  of  medicine.  Academy  membership 
offers  tangible  benefits.  The  most  obvious 
are  the  insurance  program,  the  scientific  meet- 
ing program,  and  the  monthly  publication,  GP. 

The  Academy  has  five  group  health  and 
accident  policies  available  for  member  enroll- 
ment at  substantially  reduced  premiums.  In 
addition,  a low-cost,  high-benefit  group  life 
insurance  plan  is  available  to  qualified  mem- 
bers in  most  states,  including  Delaware.  The 
most  recent  addition  to  this  program  is  the 
AAGP  Retirement  Plan,  offering  a flexible 
opportunity  to  invest  in  a growth-type  fund, 
a group  annuity,  or  a combination  of  the  two. 
Featuring  low  sales  and  administrative  charges, 
this  new  program  is  now  available  to  members 
in  many  states.  Annual  savings  on  Academy 
sponsored  plans  can  save  many  times  the  cost 
of  membership. 

To  the  physician  in  the  unrestricted  prac- 
tice of  medicine,  the  Academy’s  annual 
scientific  assembly  is  probably  the  most  valu- 
able national  meeting  of  the  year.  The  as- 
sembly integrates  scientific  exhibits  with  a 
lecture  program  to  give  both  outstanding 
visual  and  oral  instruction.  Registration  fees 
for  members  are  paid  by  the  Academy.  Non- 
members are  charged  a fee  to  help  cover  the 
costs  of  the  meeting. 

Accepted  as  one  of  the  best  medical  journals, 
GP  concentrates  on  the  problems  of  the  family 
doctor,  and  makes  reading  medical  literature 


a pleasure  instead  of  a grim  obligation.  A 
subscription  to  GP  is  included  in  each  mem- 
ber’s annual  dues.  To  non-members,  subscrip- 
tions are  $10  a year. 

In  addition  to  the  national  program,  the 
Delaware  Chapter  offers  a very  active  pro- 
gram of  continuing  education.  Currently,  this 
includes  monthly  scientific  programs,  an  all- 
day seminar  each  spring,  a ten-week  course  in 
the  fall,  and  an  annual  meeting  with  scientific 
papers  and  exhibits  in  December. 

Further,  the  Chapter  cooperates  with  the 
Medical  Society  of  Delaware,  the  Pennsyl- 
vania Hospital,  and  other  groups  in  the  two- 
way  radio  lecture  series,  offering  local  doctors 
a weekly  lecture  and  question  and  answer 
session  24  times  from  October  through  April. 

Joining  the  Academy  is  evidence  of  your 
faith  in  general  practice;  evidence  that  you 
believe  in  the  Academy’s  objectives.  Your 
primary  obligation  of  active  membership,  of 
course,  is  the  fulfillment  of  your  postgraduate 
studies.  All  active  memberships  terminate 
at  the  end  of  three  years.  To  be  eligible  for 
re-election,  a member  must  submit  evidence 
of  having  completed  150  hours  of  postgraduate 
training  acceptable  to  the  Commission  on 
Education.  This  requirement  is  based  on  a 
conviction  that  continuing  study  of  medicine 
is  the  keystone  of  good  medical  practice. 

AAGP  dues  are  $25  per  year,  with  a $10 
admission  fee  making  the  first  year’s  dues  $35. 
Annual  dues  in  the  Delaware  Chapter  are  $5. 
Each  member  receives,  without  additional 
charge,  an  annual  $10  subscription  to  GP. 
The  non-member  physician  who  subscribes  to 
the  magazine  and  attends  the  assembly  is 
paying  most  of  the  cost  of  membership  without 
enjoying  all  benefits. 

The  Committee  on  Membership  of  the  Del- 
aware Chapter  would  be  most  happy  to  discuss 
Academy  membership  further  with  any  physi- 
cian who  is  interested.  Dr.  Joseph  J.  Davolos, 
Chairman  of  the  Committee,  would  be  very 
glad  to  hear  from  you  if  you  are  one  of  these. 
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NO  ONE  PLAN  IS  AGREEABLE  TO  ALL 

Recently  a committee  was  appointed  by  me,  consisting  of  19 
members  of  the  State  Society,  distributed  both  geographically  and  by 
type  of  practice  of  the  members. 

The  name  of  this  committee  will  be  The  Committee  on  Prepayment 
Health  Care.  Dr.  Lemuel  C.  McGee  and  Dr.  R.  Douglas  Sanders  are 
the  co-chairmen.  This  committee  is  to  investigate  and  discuss  with 
representatives  of  Labor,  Management,  Insurers,  and  responsible 
political  elements  of  both  city  and  state,  the  best  means  of  securing 
prepayment  of  health  care,  which  will  preserve  the  interests  of  patients 
and  physicians. 

Prepayment  plans  of  all  sorts  have  become  increasingly  important 
in  defraying  the  cost  of  illness.  Several  successful  mechanisms  are  in 
operation  in  this  and  other  areas.  These  embody  somewhat  different 
philosophies.  They  have  not  been  comparatively  weighed  to  determine 
which  is  best  adapted  to  the  needs  of  the  people  of  Delaware. 

It  is  envisioned  that  this  committee  will  be  a permanent  portion 
of  our  Society’s  continued  effort  to  make  available  to  all  the  benefits 
of  modern  health  care,  purchased  through  their  own  resources. 

Much  time  and  effort  will  be  required  to  elicit  the  desires  of  all 
concerned,  to  evaluate  them  and  to  translate  them  into  a workable  plan. 

This  committee  has  its  work  cut  out  for  it.  No  one  plan  is 
agreeable  to  all. 
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Wayward  A key  to  conquering  leukemia  may  lie  in  the  fact  that  the  “character”  of 

Blood  Cells  blood  cells  may  be  influenced  by  intimate  contact  with  good  or  bad  cells. 

Austin  S.  Weisberger,  M.D.,  Western  Reserve  University,  reported  his 
experiments  at  the  American  Cancer  Society’s  science  writers  seminar. 
He  stated  that  normal  young  red  blood  cells  showed  abnormal  traits  of 
the  sickle  cells  after  incubation  in  the  sickle  cell  protein  material;  the 
reverse  was  true  when  the  genetic  protein  was  extracted  from  blood- 
producing  marrow  from  normal  individuals  and  incubated  with  young 
sickle  cells — which  in  turn  showed  the  traits  of  the  normal  red  blood  cells. 
Dr.  Weisberger  believes  this  indicates  that  leukemic  and  other  kinds  of 
cancer  cells  reproduce  cells  as  cancerous  as  they  are.  This  may  also  be 
true  of  a number  of  diseases  besides  cancer. 


Military  Service  Measures  that  are  available  to  ameliorate  the  effect  on  hospital  staffs  and 

Of  Physicians  civilian  communities  of  the  doctor  draft  include  the  following:  1)  Appeal 

of  classification  of  1-A  (available  for  military  service)  to  the  Appeal 
Boards;  3)  Request  for  determination  of  essentiality;  3)  Request  for 
delay  in  reporting  to  active  duty.  Further  information  may  be  had  from 
your  local  Selective  Serv’ice  Board. 


Nursing  Students  admitted  to  schools  of  professional  and  practical  nursing  in  the 

Schools  USA  in  1961  showed  an  increase  of  almost  3000  over  those  admitted  the 

Full  previous  year.  The  majority  (77%)  entering  professional  nursing  selected 

3-  year  diploma  programs  in  hospitals  and  independent  schools  of  nursing. 
Another  18%  entered  colleges  or  universities  to  study  for  bachelor  of 
science  degrees  in  nursing;  the  remaining  chose  2 -year  associate  degree 
programs  in  junior  and  community  colleges.  The  1961  admissions  filled 
the  schools  to  90%  of  their  capacity  for  freshman  students. 


Mental  Health  The  federal  government  has  estimated  the  cost  of  caring  for  the  mentally 

News  iff  $l-'7  billion  a year.  Since  mental  illness  strikes  hardest  in  their 

productive  years,  workers  suffering  from  nervous  or  mental  conditions 
annually  lose  over  a half  a billon  dollars  in  earnings.  Prior  to  1955  most 
of  these  cases  have  been  in  state  hospitals.  Since  then  there  has  been  a 
sustained  drop  in  the  number  of  patients  in  public  mental  hospitals,  due 
to:  1.)  The  benefits  of  new  drugs;  2.)  Growth  in  the  number  of  psychiatric 
units  in  general  hospitals;  3)  Increasing  expenditures  for  community 
health  services  designed  to  treat  and  hold  patients  in  the  community; 
4. ) Experimentation  in  the  use  of  less  confining  facilities  for  the  mentally 
ill;  5.)  The  increasing  role  played  by  the  general  practitioner  in  the 
treatment  of  mental  illness,  and  pilot  projects  for  the  training  of  family 
physicians  in  psychiatric  skills  which  they  can  use  in  their  daily  practices. 
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Speaker — 

Annual 

Meeting 


Memorial  Hospital 
Safety  Winner 


Pernicious  Anemia 


H .Thomas  McGuire,  M.D.,  has  been  honored  as  president-elect  of  the 
National  Association  of  Blue  Shield  Plans  . . . Lemuel  C.  McGee,  M.D., 
participated  in  a panel  discussion,  from  the  viewpoint  of  private  industry, 
on  “Disability  Evaluation  and  Retirement,”  at  the  47th  Annual  Meeting 
of  the  Industrial  Medical  Association  . . . William  T.  Reardon,  M.D.,  gave 
two  lectures  on  “Modern  Medical  Hypnosis”  at  the  35th  Annual  Spring 
Congress  held  at  the  Gill  Memorial  Eye,  Ear  and  Throat  Hospital, 
Roanoke,  Va.  . . . Dr.  and  Mrs.  Davis  G.  Durham  sailed  on  the  Hospital 
Ship  HOPE  for  a month’s  stay  in  the  Peruvian  port  of  Salaverry  near 
Trujillo  . . . Victor  D.  Washburn,  M.D.,  addressed  the  Unitarian  Fellow- 
ship of  Dover  on  “World  Population  Control — a Change  in  Emphasis” 

. . . Marjorie  Conrad,  M.D.,  has  been  appointed  chairman  of  the  national 
Committee  on  School  Health  of  the  American  Academy  of  General  Prac- 
tice . . . Norman  L.  Cannon,  M.D.,  was  elected  president  of  the  Delaware 
Academy  of  Medicine;  Allston  J.  Morris,  M.D.,  first  vice-president; 
Leonard  P.  Lang,  M.D.,  and  James  T.  Metzger,  M.D.,  were  re-elected 
secretary  and  treasurer  respectively;  Alfred  R.  Shands,  Jr.,  M.D.,  was 
named  Director  to  succeed  William  H.  Kraemer,  M.D.,  deceased  . . . 
Dean  McEwan,  M.D.,  discussed  orthopedic  defects  and  James  T.  Metzger, 
M.D.,  discussed  the  use  of  surgery  to  correct  defects  in  physical  appearance 
at  the  Annual  Spring  Symposium  of  the  Delaware  Academy  of  General 
Practice  . . . Drs.  Philip  D.  Gordy,  Livio  Olmedo  and  Raymond  Hillyard 
were  hosts  for  the  conference  held  in  Wilmington  for  members  of  the 
Philadelphia  Neurological  Society  . . . J.  Leland  Fox,  M.D.,  was  elected 
president  of  the  Delaware  State  Board  of  Health;  Raymond  A.  Lynch, 
M.D.,  elected  vice  president  . . . Dewey  A.  Nelson,  M.D.  ,was  elected  an 
associate  member  of  the  American  CoUege  of  Physicians;  William  T.  HaU, 
M.D.,  was  advanced  to  Fellowship  . . . Daniel  A.  Alvarez,  M.D.,  of 
Camaguey  Province,  Cuba,  has  been  appointed  acting  director  of  the 
Maternal  and  Child  Health  & Crippled  Children  Service,  Delaware  Board 
of  Health  . . . 


Preston  A.  Wade,  M.D.,  Professor  of  Surgery,  Cornell  University  School 
of  Medicine,  NYC,  and  Chairman,  Fracture  Committee  of  the  American 
College  of  Surgeons,  will  lecture  on  Fractures  in  Children  at  the  annual 
meeting  of  the  Medical  Society  of  Delaware  on  Saturday,  October  6,  1962 
in  the  Delaware  Academy  of  Medicine.  Other  speakers  on  the  preliminary 
program  will  be  announced  in  forthcoming  issues  of  the  Journal. 


The  Memorial  Hospital,  Wilmington,  was  awarded  first  place  in  its  group 
(600-799  employees)  for  working  the  largest  number  of  injury-free  hours 
in  a contest  completed  by  330  hospitals  sponsored  by  the  American 
Hospital  Association  and  the  National  Safety  Council. 


The  FDA  proposes  to  tighten  up  regulation  of  preparations  to  treat 
pernicious  anemia.  Intrinsic  factor  products  would  be  labelled  for  sale 
only  upon  prescription.  Orally  administered  preparations  of  Vitamin  B12 
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and  intrinsic  factor  may  sometimes  mask  symptoms  and  interfere  with 
the  diagnosis  of  pernicious  anemia.  Only  Vitamin  B12  by  injection  is 
generally  recognized  as  a wholly  reliable  treatment  of  the  condition, 
says  the  F.D.A. 

For  Better 

Medical 

Education 

A program  to  help  intensify  the  teaching  effectiveness  of  medical  educators 
thereby  increasing  the  ability  of  medical  students  to  learn  has  come 
through  a $300,000  five-year  grant  by  the  Carnegie  Corporation  of  NY 
to  the  Association  of  American  Medical  Colleges.  This  “educational 
division”  will  delve  into  patterns  of  teaching  and  learning  as  applied  to 
medical  education.  Information  and  data  thus  gained  will  be  distributed 
to  all  medical  colleges  through  forums,  seminars  and  the  Association’s 
publication.  Journal  of  Medical  Education. 

Psychomotor 

Mechanism 

Basic  studies  in  aging  done  with  the  psychomet,  an  instrument  designed 
at  the  National  Institute  of  Mental  Health,  Bethesda,  may  result  in  new 
techniques  for  the  early  detection  of  disease  and  the  evaluation  of  psycho- 
motor  ability.  The  psychomet  measures  the  speed  and  accuracy  of  a 
subject’s  responses  to  program  stimuli,  records  data  as  the  subject  oper- 
ates the  panel  before  him  containing  10  response  keys  and  10  stimulus 
lights.  NIMH  investigators  feel  that  psychomotor  speed  tends  to  slow 
with  age  but  little  is  known  of  the  extent  to  which  experience,  education, 
habit  or  disease  may  have  affected  these  processes.  With  the  psychomet, 
it  will  be  po.ssible  to  explore  more  extensively  the  mechanisms  of  aging 
in  the  central  nervous  system. 

New  Victims 
Of  Influenza 

Gamma  Rays  encountered  near  a nuclear  disaster  area  damage  the 
“immune  mechanism”  which  protects  the  body  from  the  influenza  virus, 
according  to  studies  at  Loma  Linda  University  Virus  Laboratory,  Los 
Angeles.  Survivors  of  a nuclear  disaster  could  become  victims  of  an 
influenza  epidemic  against  which  their  natural  resistance  had  been 
destroyed.  The  researchers  reached  this  conclusion  in  a series  of  com- 
parison experiments  between  irradiated  and  non-irradiated  mice. 

Standards 

Revised 

The  third  edition  (1962)  of  Standards  For  A Blood  Transfusion  Service — 
the  basic  document  for  voluntary  accreditation  of  blood  banks — has  been 
revised  and  is  available  for  distribution,  as  announced  by  the  Joint  Blood 
Council.  Copies  may  be  obtained  directly  from  them  at:  1500  Massa- 
chusetts Ave.,  N.W.,  Washington  5,  D.C.,  at  $1  each,  payable  with  the 
order.  A discount  of  25%  will  be  given  on  orders  of  12  or  more. 

AMPAC  Meeting 

The  American  Medical  Political  Action  Committee  is  scheduling  a working 
session  on  Sunday,  June  24,  at  the  Palmer  House,  Chicago.  A full  day 
of  activity  is  planned  ending  with  a $25-a-plate  banquet  in  the  Grand 
Ballroom.  Physicians  interested  are  invited  to  attend  and  may  contact 
the  Medical  Society  for  details. 
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HAPPY  BIRTHDAY 

Congratulations  are  in  order  tothe  Staff  of 
the  Nanticoke  Memorial  Hospital  upon  com- 
pletion of  ten  years  service  to  the  community 
of  Seaford  and  surrounding  territory.  We  are 
indeed  happy  to  dedicate  this  issue  of  the 
Journal  to  this  fine  group  of  men  who  have 
done  so  much  to  weld  the  medical  profession 
into  the  community  for  the  betterment  of 
patient  care.  Their  articles,  submitted  by 
ex-President  Marvil,  tell  the  story  of  the 
splendid  work  that  they  are  accomplishing. 
Keep  up  the  good  work,  Nanticoke,  and  many 
happy  returns! 

DRUG  REACTIONS 

In  the  past  few  months  these  editorial  pages 
have  been  filled  with  reports  of  adverse  drug 
reactions,  a condition  that  is  growing  in  fre- 
quency due  to  the  ever  increasing  number 
of  new  drugs.  We  have  stressed  the  impor- 
tance of  judicious  use  of  these  new  drugs,  the 
strength  to  withhold  them  unless  they  are 
definitely  indicated,  and  the  precautions  to 
take  when  they  must  be  used.  This  month 
we  are  back  at  it  again. 

Townsend  and  Radebaugh  have  reported 
in  the  April  5,  1962  issue  of  the  New  England 
Journal  of  Medicine  the  results  of  a double- 
blind  study  entitled  “Prevention  of  Compli- 
cations of  Respiratory  Illness  in  Pediatric 
Practice.”  These  authors  have  been  concerned 
with  the  widespread  use  of  antibiotics  in  prac- 
tically any  febrile  respiratory  illness.  In 
illness  of  obvious  viral  etiology,  such  use  has 
been  justified  by  the  reasoning  that  the  anti- 
biotic was  given  to  prevent  bacterial  compli- 
cations. Townsend  already  had  reported  the 
results  of  a previous  study  where,  during  an 
epidemic  of  influenza,  two  groups  of  children 


were  treated  with  antibiotics  and  salicylates 
respectively.  His  previous  study  indicated 
that  the  antimicrobial  agents  failed  to  prevent 
complications  of  viral  respiratory  illnesses. 

Their  results  showed  conclusively  that  in 
their  series  of  781  patients  with  respiratory 
illnesses  of  viral  origin,  there  was  no  difference 
in  the  incidents  of  bacterial  complications  in 
the  group  treated  with  antimicrobial  agents 
as  compared  with  the  group  treated  only 
symptomatically.  The  complications  occurred 
in  both  groups  regardless  of  any  obvious 
factors.  The  authors  concluded  that  the  free 
use  of  antimicrobial  drugs  cannot  be  con- 
sidered a substitute  for  more  fundamental 
principles  of  medical  practice  and  infer  that 
an  adequate  foUowup  study  is  perhaps  the 
most  important  of  these  basic  principles. 

Certainly,  with  evidence  such  as  this,  we 
should  continue  to  be  more  introspective  re- 
garding the  free  use  of  antibiotics. 

WHAT’S  WRONG  WITH  OUR  SOCIETY? 

The  April  1962  issue  of  “New  Medical 
Materia”  carries  an  article  entitled  “What’s 
Wrong  With  The  Medical  Societies?”  by 
Roscoe  C.  Edlund,  a management  consultant. 
Mr.  Edlund’s  remarks  are  based  upon  his 
studies  of  several  Medical  Societies  who  uti- 
lized his  consultive  services. 

The  article  admittedly  is  not  complete  and 
many  points  may  not  apply  to  our  Society. 
It  would  be  weU  for  our  members  to  read  this 
brief  article  with  the  thought  in  mind — “How 
Can  I Help  to  Improve  Our  Society?” 

The  Medical  Society  of  Delaware  is  your 
Society  and  its  strength  will  vary  directly 
with  the  interest  of  you,  an  individual  mem- 
ber. 
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LEGISLATIVE  NEWS 

Last  month,  we  received  the  reasons  why 
doctors’  wives  should  be  interested  in  legis- 
lation, and  in  particular,  medical  legislation. 
The  current  controversy  over  the  merits  of 
the  King-Anderson  Bill  is  one  in  which  we 
feel  we  have  more  to  offer  than  most  because 
of  our  specialized  backgrounds. 

The  King-Anderson  Bill  (really  two  iden- 
tical bills)  is  President  Kennedy’s  adminis- 
tration proposal  to  finance  limited  medical 
care  for  the  aged  through  social  security.  The 
Bill  limits  in-hospital  care  to  90  days,  nursing 
home  care  to  150  days  or  a combination  of 
150  units  (a  unit  defined  as  one  hospital  day 
or  two  nursing  home  days).  There  is  a very 
real  controversy  about  the  desirability  or  even 
the  economic  wisdom  of  making  this  a uni- 
versal program  designed  to  cover  all  people 
solely  on  the  basis  of  age,  regardless  of  their 
individual  need. 

Today,  all  efforts  are  being  concentrated 
on  the  defeat  of  the  King-Anderson  Bill  cur- 
rently on  the  calendar  before  the  Senate  and 
the  House.  It  is  important  for  us  to  know  that 
the  A.M.A.  supports  about  four  times  as  much 
medical  legislation  as  it  opposes. 

Most  of  the  medical  profession  supports  the 
implementation  of  the  Kerr-Mills  Act  which 
is  designed  to  supply  the  States  with  money 
as  well  as  the  encouragement  to  establish 
programs  to  provide  medical  care,  wherever 
needed,  for  people  65  and  over  who  cannot 
buy  it  for  themselves.  The  Kerr-Mills  Act 
is  not  an  alternative  to  the  King-Anderson 
Bill.  In  any  event  vv^e  shall  need  this  type 
of  legislation  for  those  aged  with  inadequate 
financial  resources  to  procure  needed  medical 
services.  The  Kerr-Mills  Act  is  a realistic 
method  of  financing  medical  care. 

The  following  are  some  of  the  reasons  for 
favoring  the  Kerr-Mills  Act: 

1.  Because  it  is  a State  administered  pro- 
gram that  can  be  adapted  to  local  needs. 

2.  Because  States  are  using  their  own  funds 


Mrs.  S.  Ward  Cascells 

Chairman,  Committee  on  Legislation 

to  administer  the  program;  there  is  less  federal 
conflict  as  well  as  less  political  pressure  against 
the  quality  of  medical  care.  Increasing  quality 
of  medical  care  means  inevitable  increasing 
costs. 

3.  Because  it  is  cheaper  to  have  a program 
where  you  pay  only  for  people  in  need. 

4.  Because  it  meets  the  needs  of  the  people 
more  effectivly  (the  King-Anderson  Bill  is 
limited  to  hospital  care,  nursing  home  care, 
in-hospital  provison  of  drugs,  and  some  home 
health  visits  of  the  V.N.A.  type  as  well  as  out- 
patient clinic  care),  whereas  the  Kerr-Mills 
program  allows  for  all  kinds  of  medical  and 
dental  care,  within  the  limits  of  the  Law, 
thereby  providing  more  effective  medical  care. 

We  cannot  urge  too  strongly  that  you  write 
your  opinion  of  the  King-Anderson  Bill  to  the 
following  people: 

CJongressman  Harris  B.  McDowell,  Delaware 

Congressman  Milbur  Mills,  Chairman 
House  Ways  and  Means  Committee 
House  Office  Building 
Washington  25,  D.C. 

In  the  House,  King  Bill  is  HR  4222. 

Senator  J.  Caleb  Boggs 

Senator  John  J.  Williams 

Senator  Harry  F.  Byrd,  Chairman 
Senate  Finance  Committee 
Senate  Office  Building 
Washington  25,  D.C. 

In  the  Senate,  Anderson  Bill  is  Senate  909. 
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TREATMENT  OF  INFLAMMATION  AND 
EDEMA  WITH  BROMELAIN 

A Plant  Proteolytic  Enzyme  Concentrate 


* Some  interesting  observations  on  the  therapeutic  effects 
of  plant  proteolytic  enzymes  on  edema  and  inflammation  are 
presented  in  this  paper.  Although  the  nature  of  the  condi- 
tions treated  precludes  controlled  studies,  the  author  has  had 
the  advantage  of  comparing  a large  number  of  patients 
treated  with  bromelain  and  a series  treated  conventionally. 
This  must  be  remembered  when  considering  the  results  and 
conclusions. 


Mario  G.  Cirelli,  M.D. 


Ananase* *  is  a standardized  concentrate  of 
proteolytic  enzymes  (bromelain)  obtained 
from  the  pineapple  plant.  This  product  is 
now  being  used  regularly  at  the  Clinic  of  the 
Philadelphia  Municipal  Employees  Welfare 
Fund  Association  for  the  treatment  of  inflam- 
mation and  edema  associated  with  sprains, 
fractures,  soft  tissue  trauma,  cutaneous 
staphylococcus  infections,  peripheral  vascular 
disease,  rectal  and  perirectal  abscesses,  and 
various  other  conditions.  Since  April,  1960, 
more  than  200  patients  have  been  treated  at 
the  Clinic  with  Ananase,  and  the  results  have 


Dr.  Cirelli  is  Medical  Director,  Municipal  Welfare  Clinic,  Phila- 
delphia. Pennsylvania. 

*Ananase  supplied  by  William  H.  Rorer.  Inc.,  Philadelphia,  Pa. 
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been  evaluated  by  comparison  with  those  of 
patients  not  receiving  the  enzymes.  Such 
comparison  confirms  the  opinion  already  im- 
pressed on  us  by  clinical  experience  that  in- 
flammation, edema  and  the  attendant  pain 
subside  much  more  quickly  under  Ananase 
therapy. 

Plant  and  animal  products  containing  pro- 
teolytic enzymes  have  been  used  therapeu- 
tically since  early  times,  particularly  as  muco- 
lytic agents,  debridants,  digestants  and  an- 
thelminthics.  Recent  developments  in  this 
field  have  been  made  possible  by  the  isolation 
of  enzymes  in  a relatively  pure  state  and  their 
characterization  by  the  methods  of  biochem- 
istry, pharmacology  and  clinical  medicine. 
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Proteolytic  Enzymes 

Animal  experimentation  by  Martin  and  his 
associates,  and  by  other  workers  have  demon- 
strated that  proteolytic  enzymes  inhibit  edema 
and  inflammation  associated  with  edema.  The 
anti-inflammatory  action  of  the  enzymes  was 
found  to  be  correlated  with  an  increase  in  the 
permeability  of  connective  tissue.  An  impor- 
tant demonstration  of  the  permeability  effect 
was  made  by  Moss,  Beiler  and  Martin,  who 
were  able  to  show  the  presence  of  antibiotics 
in  the  spinal  fluid  after  injection  of  antibio- 
tics and  proteolytic  enzymes  into  the  blood 
stream,  although  antibiotics  alone  cannot 
penetrate  the  spinal  membrane. 

Several  enzyme  preparations  have  been 
considered  for  therapeutic  use.  Numerous 
clinical  studies  of  these  products  have  been 
made  during  the  past  decade,  among  which 
may  be  mentioned  the  work  of  Innerfleld  et  al. 
on  acute  inflammation  of  bacterial,  viral  aller- 
gic or  chemical  origin;  Golden  on  traumatic 
injury;  Mueller  and  Pellagrino  on  phlebitis; 
Mozann  on  peptic  ulcer;  Campagna  and  Ho- 
pen  on  iridocylitis,  uveitis  and  conjunctivitis; 
Henderson  on  cataract  operations;  Levine 
et  al.  on  various  cutaneous  diseases;  Seligman 
on  postoperative  cellulitis;  Shubin  and  Sher- 
son  on  pulmonary  disease;  and  Neubauer, 
Esposito  and  Sindoni  on  the  nephrotic  syn- 
drome. 

The  results  of  these  studies  were  sufficiently 
favorable  to  indicate,  first,  that  enzymic  pro- 
teolysis is  a useful  approach  to  the  therapy 
of  disease  associated  with  edema  and  inflam- 
mation, and  second,  that  it  would  be  worth- 
while to  search  for  proteolytic  enzymes  more 
specifically  adapted  to  such  therapy. 

Biochemical  and  pharmacological  investiga- 
tions pointed  to  the  pineapple  proteases  (An- 
anase)  as  enzymes  with  the  required  specificity 
for  treating  edema  and  inflammation. 

The  therapeutic  activitiy  of  Ananase  can 
be  described  in  terms  of  the  flbrinogen-fibrin 
system  of  the  inflammed  tissues.  During  the 
inflammatory  process,  according  to  Martin, 
some  of  the  fibrinogen  is  converted  to  a soft, 
partially  polymerized  fibrin.  This  fibrin,  by 
increasing  the  viscosity  of  the  extravascular 


fluids  and  by  plugging  the  pores  of  the  blood 
vessels,  is  an  important  factor  in  producing 
stasis,  a stoppage  of  the  flow  of  body  fluids 
which  may  become  apparent  to  the  patient  as 
a painful  swelling.  Ananase,  through  a specific 
depolymerizing  action,  lyses  the  fibrin,  thereby 
restoring  drainage  and  establishing  biological 
continuity  for  the  inflamed  tissues. 

Although  Ananase  lyses  fibrin  rapidly,  it 
acts  on  fibrinogen  so  slowly  that  there  is  no 
interference  with  the  normal  clotting  mechan- 
ism. A study  by  Didisheim  and  Lewis  supplies 
data  indicating  that  Ananase  lyses  fibrin  at 
least  15  times  as  fast  as  it  lyses  fibrinogen. 
Trypsin,  on  the  other  hand,  acts  one-quarter 
as  fast  on  fibrin  as  it  does  on  fibrinogen.  Pa- 
pain in  its  action  on  fibrin  is  only  one-half  as 
fast  as  Ananase;  ficin  is  only  one-fifth  as  fast 
as  Ananase. 

In  vivo  evidence  of  the  therapeutic  poten- 
tialities of  Ananase  was  supplied  by  experi- 
ments on  egg  white  edema  in  rats.  One  hour 
after  parenteral  administration  of  3 mg/kg 
of  Ananase,  the  average  inhibition  of  edema 
was  31%;  the  corresponding  inhibition  after 
treatment  with  trypsin  was  only  13.5%. 

Ananase  And  Antibiotics 

Clinical  studies  of  Ananase  are  in  process 
at  several  hospitals  and  clinics.  Neubauer 
has  reported  on  the  treatment  of  159  patients 
with  pneumonia,  bronchitis,  pyelonephritis, 
cutaneous  staphylococcus  infection,  rectal  and 
perirectal  abscesses,  thrombophlebitis,  cellu- 
litis and  other  conditions  requiring  antibiotic 
therapy.  He  found  that  treatment  with  a 
combination  of  Ananase  and  antibiotics  was 
more  satisfactory  than  treatment  with  anti- 
biotics alone,  as  indicated  by  a one-third 
reduction  in  the  duration  of  illness.  The 
rationale  of  treatment  was  to  increase  the 
permeability  of  the  diseased  tissues  through 
enzymic  proteolysis,  thereby  facilitating  con- 
tact of  the  antibiotics  and  natural  antibodies 
with  the  pathogenic  micro-organisms.  Neu- 
bauer found  no  evidence  of  untoward  symp- 
toms that  could  be  attributed  to  Ananase,  nor 
have  such  symptoms  been  reported  by  other 
investigators,  although  by  this  time  more  than 
500  patients  have  been  treated  with  the  en- 
zyme. 
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Treatment  of  Inflammation  and  Edema  with  Bromelain — Cirelli 


Direct  Clinical  Evaluation 

The  subjects  were  out  patients  at  the  Clinic 
of  the  Philadelphia  Employees  Welfare  Fund 
Association,  requiring  treatment  for  diseases 
and  injuries  as  listed  in  Table  1.  In  these 
diseases,  edema  and  inflammation  are  impor- 
tant components,  either  potentially  or  actually. 

The  study  group  included  all  patients  with 
the  listed  diseases  who  came  to  the  clinic 
after  April,  1960,  when  Ananase  was  estab- 


lished as  a routine  treatment.  The  patients 
were  given  the  usual  care  and  treatment  ap- 
propriate to  their  conditions  and,  in  addition, 
were  given  400,000  Rorer  units  of  Ananase 
daily  in  the  form  of  50,000  unit  enteric-coated 
tablets,  two  tablets  four  times  a day. 

Clinical  response  was  rated  “excellent”  or 
“good,”  “fair”  or  “poor.”  An  excellent  or 
good  rating  meant  not  only  that  the  response 
was  favorable  but  that  it  was  above  expecta- 
tions, i.e. — that  is  was  superior  to  the  prob- 


TABLE  1 

Response  of  Inflammation  and  Edema  to  Treatment  with  Ananase 


Diagnosis 

Total 
No.  Of 
Cases 

Excellent  Or  Good 
Response 

No.  Cases  Percentage 

SPRAINS  AND  STRAINS 

(peripheral  sprains,  sprains  of  spine) 

37 

32 

86.5 

CUTANEOUS  STAPHLYOCOCCUS  INFECTION 
(carbuncles,  furuncles,  cysts,  abscesses) 

45 

38 

84.4 

SOFT  TISSUE  TRAUMA 

(contusions,  abrasions,  hematomas) 

26 

21 

80.8 

INFLAMMATION  FROM  CUTTING  PROCEDURES 
(postoperative  conditions,  effects  of  minor  surgery) 

24 

7 

29.2 

RECTAL  AND  PERIRECTAL  INFLAMMATION 
(abscesses,  fistulas) 

18 

12 

66.7 

FRACTURES 

(simple  fractures) 

18 

15 

83.3 

PERIPHERAL  VASCULAR  DISEASE 

(venous  inflammation  with  and  without  edema,  venous 
inflammation  with  and  without  ulceration,  arterial 
inflammation  with  and  without  diabetes) 

11 

6 

54.5 

BURNS 

(First  and  Second  Degree) 

6 

4 

66.7 

CELLULITIS 

11 

11 

100.0 

MISCELLANEOUS 

(dental  abscesses,  epididymitis,  miscellaneous 
edemas,  etc.) 

23 

16 

69.6 

TOTAL 

219 

162 

74.0 

*Excellent  or  good;  Response  substantially  better  than  expected,  as  judged  by  general  clinical  experience 
with  similar  cases  treated  without  Ananase.  All  remaining  cases  were  rated  FAIR:  response  only  slightly 
better  or  same  would  have  been  expected  without  Ananase.  No  cases  rated  POOR:  response  worse  than 
in  non-Ananase  case'' 


June,  1962 


161 


Delaware  Medical  Journal 


able  response  if  the  particular  case  had  been 
treated  without  benefit  of  Ananase.  A fair 
rating  meant  not  that  the  response  was  un- 
favorable but  that  it  was  no  better  than  would 
have  been  expected  in  similar  non-Ananase 
treated  cases.  None  of  the  responses  had  to 
be  rated  “poor”  (worse  than  in  non-Ananase 
treated  cases).  Such  a rating  scheme,  of 
course,  is  based  on  a careful,  although  sub- 
jective evaluation  of  the  individual  patient’s 
condition  in  the  context  of  general  clinical 
experience  with  similar  cases.  In  most  cases, 
sharp  improvement  followed  so  closely  after 
initial  treatment  with  Ananase  that  a cause 
and  effect  relationship  seemed  likely.  Our 
clinical  judgment  of  the  responses  to  Ananase 
therapy  are  shown  in  Table  1.  For  the  diseases 
considered,  response  to  Ananase  was  excellent 
or  good  in  three-quarters  of  the  cases.  In  the 
remaining  cases,  response  was  about  the  same 
as  if  Ananase  had  not  been  used.  No  unde- 
sirable side  effects  attributable  to  Ananase 
were  encountered. 

Comparative  Evaluation 

Clinical  impressions,  when  based  on  intimate 
knowledge  and  careful  evaluation  of  individual 
cases,  have  their  own  kind  of  validity,  different 
from  but  not  inferior  to  the  more  objective 
but  less  well-rounded  information  provided  by 
controlled  statistical  studies.  The  diversity  of 


the  cases  made  it  impractical  for  us  to  under- 
take a controlled  study.  Nevertheless,  it 
seemed  to  us  that  a comparison  of  a large 
number  of  Ananase-treated  cases  with  a large 
number  of  randomly  selected  cases  not  treated 
with  Ananase  might  provide  a check  on  con- 
clusions already  arrived  at  through  clinical 
impressions. 

In  order  to  obtain  data  for  comparison, 
we  made  a random  selection  of  case  records 
from  the  Clinic  files,  the  cases  dating  from  the 
period  before  we  were  using  Ananase  and 
representing  the  same  disease  categories  as 
the  Ananase-treated  group.  We  excluded  from 
the  comparison  all  categories  containing  fewer 
than  15  Ananase-treated  cases.  We  also  ex- 
cluded the  bursitis-synovitis-myositis  group 
because  new  types  of  steroid  therapy  were 
used  concomitantaly  with  the  Ananase  and 
it  was  diffiicult  to  segregate  the  effects  of  the 
enzyme.  Fractures  were  omitted  from  the 
comparison  because  the  records  of  the  non- 
Ananase  treated  cases  did  not  always  provide 
information  on  the  inflammatory  aspect  of 
the  injury. 

In  the  other  categories  it  was  expected  that 
the  time  required  to  reduce  the  inflammation 
and  edema  would  have  an  important  bearing 
on  the  total  treatment  time.  We,  therefore, 
used  the  most  objective  data  on  the  record 


TABLE  2 

Comparison  of  Therapy  With  and  Without  Ananase,  as  Judged  by 
Length  of  Treatment  at  Clinic* 


WITH  ANANASE 

WITHOUT 

ANANASE 

Treatment 

Treatment 

Period 

Period 

No.  Of 

{median  no. 

No.  Of 

{median  no. 

Diagnosis 

Cases 

of  days) 

Cases 

of  days) 

Sprains  and  Strains 

37 

7 

22 

14 

Cutaneous  Staphylococcus  Infection 

45 

8 

24 

20 

Soft  Tissue  Trauma 

26 

7 

21 

7 

Inflammation  from  Cutting  Procedures 

24 

11 

26 

21 

Rectal  and  Perirectal  Inflammation 

18 

12 

7 

16 

TOTAL 

150 

8 

100 

16 

*Period  from  date  of  admission  to  date  of  discharge.  Only  disease  categories  with  15  or  more  Ananase- 
treated  cases  are  included  in  this  comparison. 
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cards,  namely  the  dates  of  admission  and  dis- 
charge, to  obtain  a measure  of  the  effective- 
ness of  Ananase  therapy.  That  this  measure 
was  well  chosen  is  shown  by  the  decisive  re- 
sults obtained  (see  Table  2). 

The  median  time  from  admission  to  dis- 
charge for  150  patients  treated  with  Ananase 
was  8 days;  for  100  patients  whose  treatment 
did  not  include  Ananase,  the  period  was  16 
days.  This  represents  a 50%  reduction  in 
treatment  time — higher  than  our  clinical  im- 
pression of  the  saving  in  time  which  we  thought 
to  be  about  30-40%. 

The  over-all  results  are  consistently  cor- 
roborated by  the  data  from  the  individual 
disease  categories.  Of  the  5 categories  com- 
pared, the  figures  on  treatment  time  are  favor- 
able to  Ananase  in  4 and  indecisive  in  1.  It 
is  true  that  the  number  of  cases  in  any  given 
category  is  not  large;  however,  the  total  figures 
are  substantial,  and  it  can  hardly  be  coinci- 
dental that  the  results  for  the  individual  cate- 
gories fall  so  preponderantly  in  one  direction. 
Our  study  of  the  individual  cases  of  soft  tissue 
trauma,  each  on  its  own  merits,  indicated  a 
beneficial  effect  of  Ananase  in  80.8%,  even 
though  the  median  treatment  period  in  this 
rather  heterogeneous  group  is  the  same  as  in 
the  non-Ananase  treated  cases. 

The  comparative  study  involving  250  pa- 
tients, the  breakdown  of  data  for  the  various 
disease  categories,  and  the  clinical  observations 
of  the  medical  staff  at  the  clinic  all  point  to 
the  conclusion  that  Ananase  is  a valuable 
therapeutic  agent  for  diseases  involving  in- 
flammation and  edema. 

Sprains  And  Strains 

The  painful  swelling  associated  with  strains 
and  sprains  respond  quickly  to  Ananase  ther- 
apy? typically  within  a week.  In  86%  of  the 
cases,  pain  subsided  and  the  patient  was  able 
to  return  to  work  much  sooner  than  expected 
on  the  basis  of  past  experience  before  Ananase 
was  used  at  the  clinic.  In  the  remaining  14% 
of  the  cases,  results  were  about  the  same  as 
usually  obtained  with  conventional  therapy. 
Now  that  Ananase  therapy  is  available,  we 
have  discontinued  the  use  of  local  injections 


and  taping  in  the  treatment  of  sprains  and 
strains. 

Cutaneous  Staphylococcus  Infections 

Forty-five  patients  with  carbuncles,  furun- 
cles and  abscesses  were  treated  with  Ananase, 
either  alone  or  in  conjunction  with  antibiotics. 
Many  of  the  cases  occurred  during  a period 
when  virulent  strains  of  staphylococcus  were 
commonly  being  found  in  cultures.  Ananase 
alone  was  sufficient  for  the  successful  treatment 
of  the  milder  cases.  In  84%  of  all  cases  treated, 
response  to  therapy  including  Ananase  was 
judged  to  be  better  than  to  therapy  without 
the  enzyme.  Recovery  occurred  in  a surpris- 
ingly short  time — median  period  8 days. 

Soft  Tissue  Trauma 

A variety  of  bruises,  hematomas  and  ec- 
chymoses  are  included  in  the  table  under  the 
heading  “soft  tissue  trauma.”  In  this  hetero- 
geneous group,  any  statement  about  an  aver- 
age number  of  days  of  treatment  is  meaning- 
less. Judging  each  case  individually  with 
respect  to  our  experience  with  similar  injuries 
treated  without  the  enzyme,  we  rated  Ananase 
treatment  superior  in  81%  of  the  cases,  about 
equal  in  the  remaining  19%. 

Inflammation  From  Cutting  Procedures 

Ananase  therapy  was  used  in  24  post-oper- 
ative cases,  including  breast  amputation,  toe 
amputation,  hemorrhoidectomy,  cholecystec- 
tomy, appendectomy,  and  incision  and  drain- 
age of  abscesses.  Results  were  superior  in 
29%,  equal  in  71%,  to  those  obtained  without 
Ananase. 

Rectal  And  Perirectal  Inflammation 

Abscesses  and  fistulas  in  a normally  con- 
taminated area  are  at  times  extremely  difficult 
to  treat.  In  our  clinic  treatment  always  in- 
cluded Ananase,  sometimes  included  incision 
and  drainage,  but  seldom  required  antibiotics. 
In  two-thirds  of  the  cases,  results  were  better 
and  in  one-third  at  least  as  good,  as  those 
usually  obtained  with  conventional  treatment. 
The  time  required  for  recovery  was  materially 
shortened. 

Fractures 

After  the  usual  treatment  of  fractures,  it 
is  not  uncommon  for  edema  and  pressure  to 
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develop  under  the  cast,  and  manipulation,  ad- 
justment or  removal  of  the  cast  becomes 
necessary.  Initially,  several  difficult  cases 
were  seen  where  it  was  felt  that  probably  the 
cast  should  be  reapplied  because  of  swelling, 
but  since  there  was  no  pressure  necrosis  under 
the  application  it  was  decided  to  use  Ananase 
for  a 24-hour  period  with  the  understanding 
that  the  patient  would  be  seen  at  the  clinic 
if  the  difficulty  should  develop.  These  cases 
responded  well  to  Ananase,  and  within  48 
hours  all  pressure  from  edema  disappeared. 
We  have  used  Ananase  in  the  treatment  of  18 
fractures  with  results  superior  in  83%  and 
equal  in  13%  to  those  obtained  in  our  earlier 
practice. 

Peripheral  Vascular  Disease 

Nearly  all  the  cases  were  venous  disease  in- 
volving the  lower  extremities.  Previous  ther- 
apy included  strapping,  elevation,  heat,  Buta- 
zolidin,  Orenzyme,  analgesics  and  occasionally 
antibiotics  concomitant  to  the  post-operative 
course.  With  the  use  of  Ananase,  other  therapy 
has  seldom  been  necessary.  Clinical  disap- 
pearance of  symptoms  makes  ambulation  pos- 
sible within  48  hours.  Response  was  rated 
superior  in  55%,  equal  in  45%  of  the  cases, 
to  previous  results. 

Burns 

Our  experience  at  the  clinic  has  been  limited 
to  a few  cases  of  first  and  second  degree  bums. 
The  early  appearance  of  healthy  granulation 
tissue  and  the  apparently  shorter  time  for 
healing  led  us  to  rate  Ananase  treatment 
superior  in  two-thirds  of  the  cases. 

Cellulitis 

Cellulitis  was  treated  with  Ananase  and 
sometimes  also  with  soaks  and  with  antibio- 
tics. In  all  of  the  11  cases  treated  with  An- 
anase, response  was  superior  as  judged  by  the 
short  period  (usually  a week  or  less)  required 
for  cure. 

Miscellaneous 

In  a hetergeneous  group  of  23  cases  includ- 
ing cases  of  epididymitis,  dental  abscess  and 
miscellaneous  edemas,  Ananase  treatment  was 
rated  superior  in  70%  and  equal  in  30%  of 
the  cases  to  treatment  without  Ananase. 


Case  Histories 

Sprains  And  Strains 

A 24-year  old  white  man  was  seen  in  the 
clinic  on  May  25,  1960  complaining  of  pain, 
tenderness,  redness  and  swelling  of  the  right 
ankle.  He  was  unable'  to  bear  weight  upon 
the  part  and  had  to  be  helped  to  walk.  The 
history  was  that  of  a twisting  trauma  occurring 
eighteen  hours  prior.  X-ray  was  negative  for 
fractures.  He  had  consumed  eight  Anacin 
and  Bufferin  tablets  without  significant  relief. 
It  is  of  note  that  four  months  previously  he 
had  sprained  the  same  ankle  and  thought  it 
might  have  some  inherent  weakness.  Pre- 
viously, taping  and  local  injections  of  Novo- 
caine  were  necessary  over  the  14-day  period 
of  recovery.  Because  of  the  acute  process,  no 
support  was  supplied  other  than  an  Ace 
bandage.  Darvon  was  prescribed  for  pain,  and 
warm  soaks  were  advised  with  adequate  rest 
of  the  affected  limb.  Ananase  was  given,  40 
mgm.  q.i.d.  Within  24  hours,  marked  diminu- 
tion of  swelling,  redness  and  tenderness  had 
occurred;  and  by  the  end  of  a 48  hour  period 
the  patient  was  fully  ambulatory  with  only 
minor  discomfort  when  the  ankle  was  twisted. 

This  case  is  of  significance  because  the  pa- 
tient served  as  his  own  control.  Seen  by  the 
same  observer  on  both  occasions,  it  was  ap- 
parent that  the  sprain  patterns  were  quite 
similar  in  degree  and  severity  but  the  mor- 
bidity was  reduced  substantially. 

Cutaneous  Staphylococcus  Infections 

A 23-year  old  white  woman  was  first  seen  in 
June  of  1960  because  of  recurrent  furuncles  of 
the  skin  over  a three  month  period.  She  was 
a bacteriologist  and  had  much  direct  contact 
with  the  virulent  organisms.  Repeated  cul- 
tures showed  hemolytic  staphylococci.  Treated 
initially  by  her  local  physician,  she  had  run 
the  gamut  of  antibiotics  with  rapid  resistance 
following  each  therapeutic  course.  The  course 
of  the  infection  was  closely  followed  and  con- 
firmed with  cultures.  Two  weeks  prior  to 
Ananase  therapy,  she  was  treated  with  a 
combination  of  Novobiocin,  250  mgm.  q.  6 h., 
and  Chloromycetin,  500  mgm.  q.  6 h.,  for  a 
ten  day  period.  With  this  therapy,  all  lesions 
disappeared  and  the  patient  was  gratified. 
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Suddenly,  however,  a small  furuncle  developed 
on  the  mid-finger  of  her  right  hand.  This  was 
followed  with  marked  enlargement  without 
pointing  and  a severe  cellulitis  of  the  hand 
extending  up  the  forearm.  Axillary  nodes 
were  large  and  tender.  The  temperature  was 
100°,  and  the  White  Blood  Cell  Count  was 
18,000  with  92%  polymorphonuclear  leuco- 
cytes. The  patient  was  quite  alarmed  and 
apprehensive. 

Since  she  refused  hospitalization  and  there 
was  no  localization  for  surgical  drainage,  the 
patient  was  treated  with  Ananase,  80  mgm. 
q.  6h.,  Chloromycetin,  500  mgm.  (note  pre- 
vious resistance)  q.  6 h.,  and  soaks.  Within 
48  hours,  pointing  and  spontaneous  drainage 
occurred  with  a disappearance  of  fever  and 
leucocytosis. 

The  antibiotic  was  continued  for  a total  of 
five  days,  and  enzyme  was  used  for  14  days. 
The  patient  has  had  no  recurrence  and  has 
been  free  of  the  disease  for  a six  month 
period. 

Soff  Tissue  Trauma 

A 56-year  old  white  woman  was  admitted  to 
the  hospital  from  the  clinic  on  July  2,  1960. 
She  was  boarding  a bus  when  a jerking  motion 
caused  her  to  fall  backwards  twisting  the  right 
thigh  and  throwing  her  on  her  back  and  side. 
The  patient  was  seen  30  hours  after  the  ac- 
cident. Besides  pain  and  tenderness  over  the 
lower  back  and  right  thigh,  these  areas  were 
covered  with  ecchymoses  and  hematomas. 
Rest  and  analgesics  were  ordered,  and  Ananase 
was  prescribed  in  the  dose  of  40  mgm.  q.i.d. 
The  patient  had  relief  of  pain  shortly,  but 
within  foryt-eight  hours  after  the  ecchymoses 
had  made  their  most  dense  coloration  they 
rapidly  began  to  fade.  Instead  of  having 
residual  bruises  for  months,  this  patient  was 
completely  well  in  a ten  day  period. 

Perirectal  Abscesses 

A 32-year  old  policeman  was  first  seen 
August  10,  1960  complaining  of  pain,  tender- 
ness and  swelling  in  the  area  of  the  rectum. 
This  had  come  on  gradually  over  a three  day 
period,  and  defecation  had  become  extremely 
painful.  There  was  no  discharge.  Examina- 


tion revealed  a large  perirectal  abscess  mea- 
suring three  centimeters  with  no  pointing. 
The  patient  was  advised  to  take  hot  soaks 
and  to  return  to  the  clinic  two  days  later 
when  incision  and  drainage  were  feasible. 
Soaks  were  continued  for  four  more  days;  but 
the  drainage,  initially  copious,  had  stopped. 
There  was  marked  induration.  Terramycin, 
250  mgm.  q.i.d.,  was  advised  for  the  next  four 
days.  Some  improvement  resulted,  but  within 
a week  after  discontinuance  of  antibiotic  a 
larger  abscess  in  the  same  region  occurred.  A 
similar  therapeutic  course  was  pursued,  but 
Ilosone  was  used  as  the  antibiotic. 

Results  were  the  same.  At  this  point,  the 
White  Blood  Cell  Count  was  11,250  and  the 
postprandial  blood  sugar  was  120  mgm%. 
This  poor  situation  continued  until  November 
16,  1960;  and  the  patient,  although  able  to 
work,  was  in  pain  and  quite  unhappy  about 
the  recurrences.  Repeated  cultures  revealed 
staphylococci  plus  many  contaminants  includ- 
ing Protease  vulgaris.  The  abscess  on  the 
above  date  measure  4 cm.,  and  no  pointing  was 
apparent.  He  was  started  on  Ananase,  80 
mgm.  q.i.d.,  as  the  only  drug.  All  antibiotics 
were  discontinued.  Within  three  days,  the 
abscess  had  pointed  and  drained  spontane- 
ously. Previous  incisional  scars  were  apparent. 
The  patient  was  continued  on  Ananase  in  the 
same  dose  for  10  days  and  then  reduced  to 
40  mgm  q.i.d.  for  another  10  days.  This  was 
the  first  time  since  August  that  he  had  been 
asymptomatic.  Since  the  first  week  of  Decem- 
ber, he  has  had  no  recurrence  and  for  all 
practical  purposes  has  been  cured. 

It  is  of  interest  that  with  antibiotics  and 
soaks,  resistance  occurred  and  recurrences 
were  constant.  With  enzyme  alone,  incision 
and  drainage  was  not  necessary  and  all  in- 
flammatory components  were  eradicated. 

Fractures 

A 42-year  old  fireman  slipped  and  fell  bear- 
ing the  brunt  of  the  fall  on  his  left  wrist.  A 
severe  but  well  lined  fracture  of  the  radius 
was  seen  roentologically.  Within  four  hours 
of  the  fall  on  December  3,  an  appropriate  cast 
was  applied.  The  patient  was  advised  to  watch 
for  swelling,  numbness  and  discoloration  of 
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the  fingertips.  Analgesics  in  the  form  of 
salycilates  were  prescribed. 

By  that  evening,  the  patient  noted  tightness 
of  the  cast,  and  when  seen  the  next  morning 
pressure  and  edema  appeared  to  be  progress- 
ing. A repeat  x-ray  showed  the  components 
to  be  in  good  position;  and,  rather  than  dis- 
turb the  alignment  of  the  fracture  and  the 
cast,  it  was  decided  to  use  Ananase  for  a trial 
period  of  24  hours.  This  was  administered 
in  the  dose  of  40  mgm  q.  6 h.  When  seen 
the  next  morning,  all  edema  and  pressure 
had  disappeared.  The  finger  tips  were  warm 
and  freely  moveable,  and  adequate  space  was 
present  in  the  cast. 

It  is  felt  that  the  drug  was  administered  as 
the  edema  was  reaching  its  peak  and  that 
the  dispersal  of  fluid  caused  marked  relief 
with  no  further  treatment.  It  also  is  of  in- 
terest that  the  edema  appeared  while  the 
patient  was  taking  substantial  doses  of  aspirin. 

Peripheral  Vascular  Disease 

A 32-year  old  woman,  mother  of  three  chil- 
dren, developed  chronic  1 plus  edema  of  the 
right  ankle  and  leg  following  her  last  preg- 
nancy four  years  prior.  Since  that  time,  she 
had  been  plagued  with  recurrences  of  acute 
superficial  and  deep  thrombophlebitis  every 
few  months  necessitating  at  least  a ten  day 
period  of  rest  and  treatment.  Blood  sugar, 
platelet  count  and  complete  blood  count  were 
normal.  Previous  therapy  had  included  anti- 
coagulants, paravertebral  blocks,  butazolodin, 
tryspin-chymotrypsin,  antibiotics,  ace  band- 
ages and  analgesics.  When  seen  on  December 
10,  she  was  in  great  pain  and  the  edema  had 
progressed  to  2 plus. 

The  calf  was  swollen  and  venous  inflamma- 
tion could  be  seen  on  the  medial  calf  following 
the  superficial  saphenous  system.  The  extrem- 
ity was  hot  to  touch.  The  patient  had  a low 
grade  fever.  It  was  decided  to  use  Ananase 
as  the  only  drug.  This  was  administered  40 
mgm.  q.  6 h.  The  patient  was  advised  rest, 
elevation  but  no  supports.  Within  72  hours, 
all  redness  had  disappeared  and  pain  was  much 
less.  After  1 week  of  therapy,  all  residual 
edema  and  physical  signs  had  disappeared. 


Ananase  was  continued  for  a 14  day  period, 
and  the  extremity  has  returned  to  normal. 
There  have  been  no  recurrences  since  the  use 
of  Ananase.  On  one  occasion,  however,  she 
felt  that  the  calf  muscles  were  sightly  tender 
after  excessive  walking.  In  order  to  be  safe, 
she  was  given  four  days  of  Ananase  therapy 
in  the  same  dose.  Nothing  developed  from 
this  episode. 

Significantly,  this  patient  was  used  as  her 
own  control.  Not  only  were  the  results  better 
with  Ananase,  but  the  period  of  morbidity 
was  sharply  reduced  and  no  distress  has  been 
encountered  in  the  past  several  months. 

Inflammation  Resulting  From 
Cutting  Procedures 

A 7-year  old  white  boy  was  seen  for  nausea 
and  right  lower  quadrant  pain  of  eight  hours 
duration.  Physical  examination  revealed 
spasticity  and  muscle  guarding  over  Mc- 
Burney’s  point.  The  temperature  was  99°, 
and  the  White  Blood  Cell  Count  was  12,000. 

Rectal  examination  showed  tenderness  in 
the  area.  The  patient  was  watched  for  several 
hours,  and  the  signs  increased.  The  diag- 
nosis of  acute  appendicitis  was  made  at  opera- 
tion. An  incision  10  cm.  long  was  made,  and 
closure  was  effected  as  usual  with  catgut  silk 
for  the  skin.  The  patient  did  quite  well  and 
was  out  of  bed  the  next  morning.  The  wound 
second  day  post-operatively  looked  taut  and 
red.  The  temperature  was  99.8°.  As  there 
was  no  pressure  necrosis  and  it  was  thought 
that  this  represented  a mild  streptococcus 
contamination,  rather  than  remove  any  sutures 
it  was  decided  to  administer  Ananase,  40  mgm. 
q.i.d.  By  the  next  morning,  the  wound  was 
flat,  clean  and  non-tender.  Healing  was  quite 
fast.  Sutures  were  completely  removed  by  the 
sixth  day,  and  the  patient  was  discharged. 
Ananase  was  given  for  a total  of  four  days. 
Although  an  isolated  case  report,  the  reduction 
of  post-operative  edema  has  been  remarkable 
in  the  miscellaneous  category  of  the  ancillary 
services  in  the  clinic. 

Burns 

A 32-year  old  fireman  sustained  a second 
degree  burn  of  the  left  leg  from  the  ankle  to 
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the  knee.  Pain  was  exquisite.  The  area  was 
cleaned  and  light  vaseline  dressings  were  ap- 
plied. When  seen  forty-eight  hours  later  while 
on  terramycin,  a thick  purulent  exudate  was 
scattered  through  the  affected  area.  Dress- 
ings were  removed,  the  cultures  showed  strep- 
tococci, staphylococci  and  Niseria.  Terramy- 
cin was  continued,  but  Ananase,  40  mgm  q.  6 h. 
was  added  to  the  regime.  Within  the  next 
forty-eight  hours,  marked  improvement  en- 
sued with  clearing  of  the  wound  and  appear- 
ance of  healthy  young  tissue. 

After  seven  days,  antibiotics  were  discontinued 
and  Ananase  was  employed  for  three  weeks. 
Resolution  occurred  uneventfully. 

Cellulitis 

This  62-year  old  man  had  been  a known 
diabetic  for  thirty  years,  well-controlled  with 
20  U of  NPH  insulin  each  morning.  No  sig- 
nificant vascular  degeneration  had  occurred 
other  than  slight  coldness  of  the  extremities 
and  minimal  claudication  with  long  walks. 
Three  days  prior  to  the  clinic  visit,  he  had 
been  trimming  his  nails  and  accidentaly  nicked 
the  skin  of  the  left  great  toe.  It  bled  slightly, 
and  he  applied  a band  aid.  Healing  did  not 
occur,  and  the  toe  rapidly  became  red,  tender 
and  swollen.  Twenty-four  hours  before  being 
seen,  he  noted  swelling  of  the  calf  with  pro- 
nounced red  streaking  extending  above  the 
knee.  He  had  difficulty  in  walking  and  noticed 
swelling  in  the  left  groin.  Physical  examination 
showed  a blood  pressure  of  160/100.  No 
marked  cardiac  enlargement  was  present,  and 
peripheral  pulses  were  palpable  but  not  of  full 
volume.  The  temperature  was  100.2°.  A 
diagnosis  of  acute  cellulitis  was  made.  Hos- 
pitalization was  advised,  and  he  was  admitted 
June  10,  1960.  Treatment  consisted  of  bed 
rest,  soaks,  analgesics  and  elevation.  Dicrysti- 
cin  was  given  2 cc.  I.M.  every  12  hours,  as 
clinically  this  appeared  to  be  a streptococcus 
infection.  After  forty-eight  hours,  the  temper- 
ature had  risen  to  102°,  and  the  streaking  was 
more  prominent.  There  was  no  area  to  cul- 
ture. The  While  Blood  Count  was  16,800 
with  88%  polymorphonuclear  leucocytes. 
Rather  than  switch  antibiotics,  Ananase  was 
added  to  the  therapy  in  the  dose  of  40  mgm. 
q.i.d. 


By  the  next  day,  the  temperature  had 
fallen  to  100°  and  the  lymphatics  were  elss 
intense.  The  White  Blood  Count  was  then 
14,000.  The  same  treatment  was  pursued, 
and  within  seventy-two  hours  of  the  initiation 
of  enzymes  the  cellulitis  had  changed  from  a 
fulminating  course  to  quiescence.  Over  the 
next  four  days  uneventful  recovery  occurred. 
Antibiotics  were  used  for  a total  of  seven 
days,  and  enzymes  were  continued  for  a total 
of  two  weeks.  The  patient  was  dischargee' 
on  the  tenth  hospital  day.  During  the  height 
of  the  infection,  the  insulin  was  increased  to 
thirty  units  daily;  but  after  twenty-four  hours 
of  Ananase  therapy  it  was  again  reduced  to 
the  base  line  level. 

Summary 

Ananase,  a standardized  concentrate  of 
proteolytic  enzymes  (Bromelain)  derived  from 
the  pineapple  plant,  is  being  used  regularly 
at  the  Clinic  of  the  Philadelphia  Municipal 
Welfare  Fund  Association  for  the  treatment  of 
disease  involving  inflammation  and  edema. 

Enteric-coated  tablets  of  Ananase  have 
been  given  to  more  than  200  patients  with  soft 
tissue  trauma,  sprains  and  strains,  fractures, 
cutaneous  staphylococcus  infection,  peripheral 
vascular  disease,  rectal  and  perirectal  inflam- 
mation, cellulitis,  inflammation  from  surgical 
cutting  procedures  and  other  conditions.  No 
undesirable  side  effects  have  been  reported. 

In  74%  of  the  cases,  the  response  to  An- 
anase was  judged  to  be  superior  to  that  ex- 
pected in  similar  cases  treated  without  use  of 
Ananase.  In  the  remaining  cases,  response 
was  judged  to  be  about  the  same  whether  or 
not  the  enzyme  was  used.  The  favorable 
clinical  evaluation  by  the  medical  staff  was 
corroborated  by  a study  of  the  case  records 
of  100  former  clinic  patients  with  the  same 
diseases  who  had  not  received  Ananase.  A 
comparison  of  the  records  for  the  two  groups 
showed  that  the  treatment  period,  from  date 
of  admission  to  date  of  discharge,  was  about 
50%  shorter  for  the  patients  receiving  An- 
anase. 


References  will  be  supplied  by  the  Journal  on  request. 
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PROTEOLYTIC  ENZYMES  IN  ATHLETIC  INJURIES 
A Double-Blind  Study  of  a New 
Anti-Inflammatory  Agent 


• This  study,  using  records  of  past  athletic  in- 
juries as  a control,  suggests  that  certain  enzymes 
are  beneficial  in  their  treatment. 


After  experiencing  success  in  treating  athle- 
tic injuries  with  enzymes  to  reduce  swelling, 
inflammation,  and  pain,  and  to  promote  more 
rapid  healing,  we  decided  to  test  a new  oral 
proteolytic  agent,  asperkinase,  under  double- 
blind conditions.  Asperkinase,*  a derivative  of 
Aspergillus  oryzae,  which  we  planned  to  study 
as  an  anti-inflammatory  agent,  had  been 
demonstrated  to  have  systemic  effects,  as 
measured  by  the  antithrombin  test.  A well- 
known  proteolytic  enzyme,  trypsin  chymotryp- 
sin  (Chymoral)t  was  chosen  to  serve  as  a 
control.  To  establish  a baseline  against  which 
to  measure  the  effects  of  the  two  oral  enzymes 
under  test,  we  reviewed  records  on  football 
injuries  at  the  University  of  Delaware  during 
seasons  v/hen  no  enzyme  therapy  was  used. 

Coded  supplies  of  the  two  drugs  were  issued 
according  to  a prearranged  random  system  of 
distribution  to  ensure  that  approximately 
equal  numbers  of  injured  athletes  received 
each  drug.  These  coded  supplies  were  used 
during  pre-season  practice  and  the  regular 
1961  football  season.  When  a player  was 
injured,  to  an  extent  that  there  was  obvious 


Dr.  Donoho  is  Medical  Consultant  to  the  Student  Health  Service, 
University  of  Delaware  and  team  physician  to  the  Varsity  football 
team;  Dr.  Rylander,  F.A.C.S.M.,  is  Associate  Professor  of  Physical 
Education  and  head  trainer,  Athletic  Department,  University  of 
Delaware. 


C.  Royer  Donoho,  M.D. 

C.  Roy  Rylander,  Ph.D. 

swelling  and  inflammation,  he  was  given  one 
of  the  enzymes  in  tablet  form  in  bottles  coded 
by  colored  labels,  either  blue,  orange,  green, 
or  gold.  Two  were  Chymoral  and  two  were 
asperkinase,  but  we  did  not  know  which  were 
which  until  the  conclusion  of  the  study,  when 
the  code  was  broken.  Fifty-one  injuries  were 
treated  with  enzymes.  The  enzymes  were 
given  in  strengths  recommended  by  the  de- 
veloping laboratories,  according  to  their  cri- 
teria for  measurement.  Each  Chymoral  tablet 
had  an  enzymatic  activity  equivalent  to  50,000 
Armour  units;  each  asperkinase  tablet  had  an 
enzymatic  activity  equivalent  to  400  SK&F 
casein  units.  Patients  were  given  two  tablets, 
of  whichever  drug  they  were  taking,  four  times 
daily.  These  dosages  were  recommended  by 
the  developers  for  reduction  of  inflammation, 
edema,  and  attendant  pain,  and  to  promote 
rapid  healing,  with  minimal  likelihood  that 
side  effects  would  occur. 

The  athletes  treated  had  injuries  character- 
ized by  obvious  swelling,  inflammation,  immo- 
bility, tenderness,  pain  on  motion,  and,  in  the 
later  stages,  discoloration.  The  injuries  were 
rated  as  severe,  moderate,  and  mild;  some 

^Supplied  for  investigational  purposes  by  Smith,  Kline  & French 
Laboratories  under  the  name  of  Megazyme. 

tChymoral  is  the  product  of  Armour  Pharmaceutical  Company. 
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degree  of  swelling  and  tenderness  or  pain  on 
movement  was  presented  even  in  the  injuries 
rated  as  mild. 

As  the  study  progressed,  it  appeared  that 
results  were  consistent  with  our  earlier  impres- 
sions that  oral  enzymes  are  helpful  in  speeding 
the  recovery  of  athletes  with  traumatic  in- 
juries. When  the  oral  enzymes  were  adminis- 
tered soon  after  the  usual  applications  of  cold, 
compression  and  or  elevation,  which  was  at 
the  meal  following  the  morning  or  afternoon 
practice,  the  reduction  of  pain,  swelling,  and 
immobility  was  dramatic.  In  those  cases  in 
which  treatment  was  started  later  (usually 
because  a player  failed  to  report  a seemingly 
minor  injury),  after  swelling  was  well  estab- 
lished, results  were  slower,  though  still  im- 
pressive. In  either  case,  it  was  obvious  that 
.swelling,  pain,  and  immobility  were  reduced 
more  quickly  than  with  the  usual  conservative 
training  room  measures,  i.e.,  hot  whirlpool 
baths  and  ultra-sound. 

Ratings  Were  Equal 

At  the  conclusion  of  the  football  season,  the 
code  was  broken  and  we  found  that,  clinically, 
the  ratings  were  about  equal  for  the  two  drugs. 
For  Chymoral,  we  had  the  following  ratings: 
excellent,  13;  good,  9;  fair,  3,  and  poor,  1. 
For  asperkinase,  the  ratings  were:  excellent, 
14;  good,  6;  fair,  5,  and  poor  0.  To  place  these 
ratings  in  perspective  “fair”  was  a good  clinical 
response  in  terms  of  our  experience  with  con- 
servative treatment,  but  not  unusually  better 
than  might  be  expected;  “poor”  was  a slow 
response  in  terms  of  any  kind  of  treatment, 
and  “good”  and  “excellent”  ranged  from 
faster-than-expected  to  dramatic  improvement. 

To  be  as  objective  as  possible  about  a sub- 
jective evaluation,  it  is  only  fair  to  state  that 
the  injuries  rated  “mild”  were  difficult  to 
evaluate.  The  mild  injuries  produced  the 
least  visual  evidence  of  damage  and  were 
rated  mostly  on  the  subjective  responses  of 
the  patients.  In  retrospect,  the  results  with 
mild  injuries  would  confirm  our  opinion  that 
in  these  injuries  the  effect  of  enzyme  therapy 
is  difficult  to  judge.  Healthy  young  men  are 
likely  to  overcome  the  effects  of  mild  injuries 
readily,  and  the  difference  in  response  from 
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one  man  to  the  next  is  more  likely  to  reflect 
individual  attitudes  toward  injury  than  the 
effect  of  the  drug.  One  man  will  say,  “It  still 
hurts.  Coach,”  and  hope  for  light  duty  in 
practice,  while  another  will  say  he  is  all  right 
and  be  eager  to  return  to  full  activity. 

If  we  eliminate  the  mild  injuries  from  tabu- 
lation, the  results  are  still  about  equal  for 
the  two  drugs:  Rating  severe  and  moderate 
injuries  only,  clinical  ratings  with  Chymoral 
were:  excellent,  10;  good,  5;  fair,  2,  and  poor, 
1.  Clinical  ratings  with  asperkinase  in  severe 
and  moderate  injuries  were:  excellent,  11; 
good,  3;  fair,  4;  and  poor,  0. 

As  another  approach  to  an  evaluation  of 
the  drugs,  we  tabulated  the  number  of  in- 
juries that  either  prevented  the  athletes  from 
practicing  or  limited  their  practicing  to  less 
than  full  activity,  this  restriction  being  a 
significantly  disability.  Seven  men  who  re- 
ceive Chymoral  and  10  who  received  asperkin- 
ase had  been  injured  to  an  extent  that  their 
practice  activity  was  limited  or  halted,  for 
an  average  of  6.9  and  3.9  days,  respectively. 

For  comparable  injuries,  22  athletes  treated 
with  conventional  measures,  such  as  whirlpool 
baths  and  ultra-sound,  in  past  years  were 
inactive  or  on  limited  activity  for  a total  of 
184  days,  an  average  of  8.4  days. 

Oral  Enzymes  Prove  Effective 

The  figures  appear  to  confirm  our  impres- 
sions that  football  players  with  incapacitating 
bruises  and  sprains  are  disabled  for  shorter 
periods  of  time  when  treated  with  oral  enzymes 
and  conservative  measures  than  when  they  are 
treated  with  conservative  measures  alone.  The 
average  limited  inactive  days  for  all  patients 
treated  with  both  enzymes  during  1961  was 
5.1.  When  compared  statistically  with  the 
8.4  average  limited  inactive  days  in  previous 
seasons  (with  comparable  injuries)  by  Stu- 
dent’s “t”  procedure,  the  difference  is  signifi- 
cant at  the  p<.05  level  (t=2.44).  Individually, 
the  difference  between  the  average  for  pa- 
tients treated  with  asperkinase  (3.9  days)  and 
those  treated  conservatively  is  significant  at 
the  p<.01  level  (t=2.75).  The  difference  be- 
tween the  average  limited  inactive  time  for 
patients  treated  with  Chymoral  (6.9  days)  and 
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those  treated  conservatively  favors  Chymoral 
and,  although  not  statistically  significant 
(p<.40,  t=.91),  it  is  probably  that  this  differ- 
ence would  be  statistically  significant  if  a 
larger  group  of  patients  had  been  treated. 

Summary 

A new  anti-inflammatory  agent,  asperkinase, 
an  enzyme  derived  from  Aspergillus  oryzae, 
was  evaluated  in  the  treatment  of  traumatic 
injuries  involving  sprains,  strains  and  contus- 
ions sustained  by  college  football  players.  The 
evaluation  was  conducted  under  double-blind 
conditions,  with  an  established  enzyme,  Chy- 
moral, as  a comparative;  the  results  reported 
are  based  on  clinical  observation  and  past  ex- 


perience. The  new  enzyme,  asperkinase, 
proved  effective  for  reducing  swelling,  inflam- 
mation, immobility,  tenderness,  and  attendant 
pain,  promoting  rapid  recovery  from  sprains 
and  contusions.  Its  efficacy  was  comparable 
to  Chymoral’s,  producing  marked  therapeutic 
effect  within  2 days.  When  compared  statis- 
tically with  the  disability  time  for  comparable 
injuries  treated  conventionally,  without  en- 
zymes, the  recovery  time  for  asperkinase- 
treated  patients  was  significantly  faster.  Ath- 
letes were  able  to  resume  full  activity  in  an 
average  of  3.9  days  of  treatment  with  asperkin- 
ase, compared  with  8.4  days  when  treated  with 
conventional  measures  in  previous  years.  No 
side  effects  were  encountered. 


CLINICAL  NOTICES  AND  MEETINGS 


Loan  Fund 

The  American  College  of  Chest  Physicians  has  established  a loan  fund  for 
resident  physicians  in  chest  medicine,  to  stimulate  interest  in  postgraduate  studies 
or  assist  postgraduate  students  in  continuation  of  study  in  diseases  of  the  chest, 
(including  diseases  of  the  heart  and  lungs).  Any  physician  who  has  completed 
an  internship  of  one  year  or  more  in  an  acceptable  hospital  may  apply  for  a 
loan  to  continue  in  this  specialty.  Application  forms  may  be  obtained  by 
writing:  Committee  on  Resident  Loan  Fund,  c/o  Executive  Offices  of  the 
American  College  of  Chest  Physicians,  112  E.  Chestnut  Street,  Chicago  11. 


Postgraduate  Courses 

The  Council  on  Postgraduate  Medical  Education  of  the  American  College  of 
Chest  Physicians,  has  planned  five  postgraduate  courses  to  be  held  in  New  York, 
Philadelphia,  Chicago,  and  Detroit  during  1962.  Two  courses  are  listed  below: 

Recent  Advances  in  the  Diagnosis  and  Treatment  of  Diseases  of  the  Heart 
and  Lungs  . . . Philadelphia,  September  17-21,  Warwick  Hotel 

Recent  Advances  in  the  Diagnosis  and  Treatment  of  Disease  of  the  Heart 
and  Lungs  . . . New  York,  November  12-16,  Barbizon-Plaza  Hotel 

Tuition  for  each  course  is  $75.00  to  members  of  the  American  College  of  Chest 
Physicians  and  $100.00  to  non-members. 

Applications  for  the  courses  are  being  accepted  in  the  order  received  and  should 
be  submitted  as  early  as  possible.  For  additional  information  write  to  Mr.  Murray 
Kornfeld,  Executive  Director. 
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USE  OF  CHLORDIAZEPOXIDE' 

as  an  adjuvant  in  Cardiovascular  Disorders 


* Librium  in  cardiovascular  diseases  is  effective 
for  control  of  anxiety.  A sense  of  irresponsibility 
did  develop  in  approximately  one-fourth  of  the 
group.  When  this  develops,  Librium  must  be 
stopped  to  insure  the  patient’s  safety. 


David  J.  Reinhardt,  III,  M.D. 


The  psychophysiologic  state  called  anxiety 
is  one  of  the  body’s  alarm  signals  to  a stress 
situation.  However,  just  as  there  are  normal 
and  abnormal  levels  of  metabolic  function, 
there  are  normal  and  abnormal  degrees  of 
anxiety.  There  is  little  doubt  that  abnormal 
stress  or  anxiety  often  plays  an  important 
part  in  the  etiology  of  many  common  cardio- 
vascular disorders.  If  such  factors  are  not 
controlled,  an  exacerbation  of  the  primary  dis- 
order can  occur.  Friedlander  observed  that, 
“In  at  least  80  per  cent  of  the  patients  seen  by 
the  cardiologist,  anxiety  prolongs  and  intensi- 
fies the  physical  disorder.  The  prognosis  de- 
pends largely  on  the  ability  of  the  physician 
to  control  the  anxiety  factor,  as  well  as  the 
somatic  disease.’’  It  is  also  believed  that  an 
acute  or  chronic  anxiety  state  may  be  the 
triggering  or  initial  etiologic  factor  in  some 
cardiovascular  diseases. 

The  function  of  ataractic  agents  should  be 
not  to  abolish  anxiety,  but  to  help  the  patient 
to  respond  to  a stress  situation  without  an 
exaggerated  anxiety  reaction.  The  production 
of  an  euphoric  state  or  a “devil-may-care” 
attitude  by  some  ataractic  agents  fails  to  per- 
mit judgment  without  the  danger  of  error  by 


Dr.  Reinhardt  is  Cardiologist.  Delaware  State  Hospital  and 
Attending  Chief,  Department  of  Medicine,  Wilmington  General 
Hospital. 

*Supplied  as  Librium  by  Hoffman-La  Roche  Inc..  Nutley,  N.  J. 
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the  patient.  To  aid  the  patient  in  appraising 
the  cause  of  his  distress,  an  agent  is  indicated 
that  calms  him  without  clouding  or  retarding 
his  mental  functioning.  In  cardiac  patients, 
an  additional  problem  is  that  of  drug-produced 
stress  on  the  cardiovascular  system. 

'Animal  studies  have  indicated  that  the 
ataractic  agent,  chlordiazepoxide,  has  a pro- 
tective action  on  myocardial  responses  to  stress 
situations.  This  action  could  possibly  be  due 
to  an  alteration  of  the  functioning  of  either 
the  central  nervous  system  or  the  peripheral 
autonomic  nervous  system.  Detrimental  car- 
diovascular effects  were  observed  only  at  doses 
far  in  excess  of  equivalent  therapeutic  doses 
in  men.  These  were  a negative  inotropism, 
an  interference  with  catecholamine  transfer, 
a mild  hypotensive  effect  and  a slight  slowing 
of  the  heart  rate. 

Hirshleifer  administered  chlordiazepoxide 
as  adjunctive  medication  to  81  patients  with  a 
variety  of  cardiovascular  diseases.  Fifty-two 
had  complete  relief  of  their  anxiety  symptoms 
and  no  further  restrictions  were  placed  on  their 
activities.  Nineteen  others  had  a 50  per  cent 
decrease  in  anxiety  symptoms,  but  it  was 
noted  in  some  patients  that  a questionable 
increase  in  activity  occurred. 

The  patient  population  and  diagnosis  in  the 
present  study  were  similar  to  Hirshleifer’s.  In 
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mental  depressions  were  the  symptoms  for 
which  chlordiazepoxide  was  prescribed.  Thirty- 
seven  patients  had  one  primary  cardiovascular 
defect,  and  45  had  multiple  cardiovascular 
diseases  or  abnormalities.  This  diagnostic 
breakdown  showed  56  patients  with  arterial 
hypertension,  36  with  arteriosclerotic  heart 
disease,  18  with  arrhythmias,  9 with  conges- 
tive heart  failure,  7 with  arteriosclerosis  and 
11  with  miscellaneous  other  conditions.  A 
further  analysis  is  shown  in  Table  I. 


TABLE  I 


Results  of  Chlordiazepoxide  (Librium) 

Therapy  According  to 

Diagnosis 

{Some  patients  had  more  than 

one  cardiovascular  disorder) 

RESULTS 

Diagnosis  Excellent 

Good 

Fair 

Poor 

Arterial  hypertension  (56)  Total 

Labile  (29) 

5 

8 

8 

8 

Essential  (20) 

2 

7 

3 

8 

Severe  or  malignant  (7) 

2 

5 

9 

20 

11 

16 

Arteriosclerotic  heart  disease  (36)  Total 

Angina  pectoris  (13) 

8 

2 

3 

Old  myocardial  infarction  (6) 

1 

3 

1 

1 

Recent  myocardial  infarction  (3) 

2 

1 

Chronic  coronary  disease  (14) 

1 

3 

4 

6 

4 

15 

7 

10 

Arrhythmias  (18)  Total 

Auricular  fibrillation  (2) 

1 

1 

Ventricular  premature  contractions  (7) 

3 

3 

1 

Sinus  tachycardia  (5) 

2 

1 

2 

Paroxysmal  tachycardia  (4) 

4 

4 

9 

1 

4 

Congestive  heart  failure  (9) 

Arteriosclerosis  (7)  (Includes  generalized. 

1 

4 

1 

3 

cerebral,  basilar,  Leriche  syndrome,  throm- 
bosis, hemorrhages) 

1 

5 

1 

Other  cardiovascular  diagnosis  (11)  (Includes 

congenital,  rheumatic,  metabolic,  thyroid, 
sarcoid,  cardiac  neurosis,  cor  pulmonale, 
angitis,  thrombophlebitis) 

3 

2 

3 

3 

22 

55 

23 

37 

addition,  this  study  attempted  to  compare  the 
results  of  chlordiazepoxide  administered  with 
results  obtained  using  other  ataraxic  agents. 

Materials  And  Methods 

Chlordiazepoxide  was  administered  as  ad- 
junctive medication  to  82  patients  with  a 
variety  of  cardiovascular  disorders.  There 
were  33  males  and  49  females  with  an  average 
age  of  51.8  years.  In  most  instances,  acute 
anxiety  reactions,  chronic  anxiety  states  and 
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The  usual  dosage  of  chlordiazepoxide  was 
10  mg.  twice  daily.  In  certain  instances,  the 
dosage  was  increased  to  40  mg.  per  day  in 
divided  doses.  The  patients  receiving  this 
medication  were  studied  for  a minimum  of 
one  month,  unless  untoward  effects  necessi- 
tated discontinuance  of  treatment.  In  57  pa- 
tients, results  were  compared  with  results  in 
the  same  patients  observed  during  the  use  of 
other  drugs  administered  prior  to  or  follow- 
ing the  chlordiazepoxide  therapy. 

Results 

The  results  were  evaluated  primarily  by  the 
degree  of  relief  of  the  target  symptom  and,  if 
evident,  by  any  improvement  in  the  primary 
cardiovascular  disorder.  It,  of  course,  was 
not  expected  that  chlordiazepoxide  would  al- 
ter the  basic  pathology.  It  was,  however, 
expected  to  help  by  decreasing  the  anxiety, 
tension  or  depression  and  in  this  manner 
reduce  the  stress  which  tended  to  intensify 
the  somatic  symptoms.  Each  patient  was 
then  classified  as  follows:  (1)  “excellent,”  in- 
dicated complete  control  of  the  target  symp- 
tom (and  often  an  improvement  of  the  organic 
symptoms),  (2)  “good,”  a vast  improvement 
of  psychophysiologic  symptoms,  (often  with  a 
reduction  of  cardiovascular  symptoms),  (3) 
“fair,”  a slight  improvement  (usually  without 
change  symptomatically  of  disease  symptoms) 
and  (4)  “poor,”  indicating  those  who  failed  to 
benefit  (or  whose  medical  status  was  made 
worse). 

The  “good”  group  contained  30  patients, 
sixteen  more  were  felt  to  have  had  a “fair” 
response.  Those  classified  as  “poor”  numbered 
22.  The  over-all  breakdown  showed  14  of 
the  entire  group  of  82  patients  in  the  “excel- 
lent” category.  When  improvement  occurred, 
it  was  generally  noted  within  5 days. 

Sixty-five  patients  continued  chlordiazep- 
oxide for  more  than  one  month.  Of  these, 
12  were  considered  “excellent,”  25  “good,”  13 
“fair”  and  15  were  classified  as  having  “poor” 
response.  Forty-four  of  the  65  patients  be- 
came unaware  of  any  improvement  after  one 
month,  although  they  had  been  aware  of  it 
at  the  start  of  chlordiazpoxide  therapy.  Their 
relatives  and  close  friends,  however,  continued 
to  notice  a vast  improvement  compared  to  their 
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condition  prior  to  the  use  of  this  ataractic 
agent. 

The  three  patients  with  recent  myocardial 
infarctions  exhibited  the  most  marked  degree 
of  improvement.  No  specific  blood  pressure 
effect  was  noted  in  the  hypertensive  patients, 
with  the  exception  of  those  whose  hypertension 
was  of  a labile  type.  The  latter  group  failed 
to  show  any  actual  blood  pressure  reduction 
to  acute  stress  situations  but  were  much  im- 
proved in  their  reactions  to  ordinary,  mild 
stress  situations  which  did  occur  frequently 
in  the  daily  environment. 

One  patient,  a 50-year-old  widow  with 
severe  hypertension  (malignant  prior  to  ther- 
apy), responded  well  to  a combination  of 
chlordiazepoxide,  10  mg.  four  times  daily,  and 
isocarboxazid  (Mar plan)  10  mg.  three  times 
daily.  She  had  been  under  treatment  for  this 
condition  for  4 years,  and  the  use  of  these  two 
agents  alone  proved  to  be  the  most  effective 
and  successful  means  of  controlling  her  blood 
pressure. 

This  regimen  has  been  followed  for  10 
months,  and  at  the  time  of  this  report  was 
continuing  to  control  the  condition.  Other 
monoamine  oxidase  inhibitors  had  been  tried 
at  various  times  with  unpredictable  results. 
Use  of  one  of  these  culminated  in  an  ortho- 
static hypotensive  spell  as  she  was  going  up- 
stairs and  resulted  in  a fall,  which  incurred  a 
serious  head  injury. 

Of  the  57  patients  who  had  received  other 
ataractic  agents,  chlordiazepoxide  was  more 
effective  in  35  instances.  As  can  be  seen  in 
Table  II,  chlordiazepoxide  was  superior  to 
meprobamate  in  11  of  the  19  patients,  to 
phenobarbital  in  13  of  18  patients,  to  chlor- 
mezanone  in  2 of  3 patients,  and  to  a d-amphe- 
tamine-amobarbital  combination  in  4 of  5. 
(See  Table  II) 

On  the  other  hand,  it  was  superior  to  imipra- 
mine  in  only  4 of  10  patients.  Only  2 patients 
in  this  series  received  monoamine  oxidase  in- 
hibitors, and  chlordiazepoxide  was  superior  in 
1 and  the  MAO  inhibitor  in  the  other. 

Side  Effects 

Side  effects  occurred  in  36  patients.  Drowsi- 
ness and  lethargy,  noted  in  17  patients,  usually 
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TABLE  II 


Comparison,  in  some  patients,  with  oth3r  agents  previously  or  subsequently  used 
therapeutically  for  anxiety  and  depression.  (Total  of  57  patients  available  for 
comparison. ) 


Chlordiazepoxide 

More  Effective  Other  Agents 

1 1 Meprobamate 

13  Phenobarbital 

4 Imipramine 

1 MAO  Inhibitors 

2 Chlormezanone 

4 d-amphetamine-amobarbital 

Totals:  35 


Chlordiazepoxide 
Less  Effective 

8 

5 

6 
1 
1 
1 

22 


disappeared  when  the  dosage  was  reduced.  In 
5 patients  with  severe  depression,  chlordiazep- 
oxide appeared  to  aggravate  the  condition. 
Several  patients  had  more  than  one  adverse 
reaction,  which  brought  the  total  number  of 
side  effects  in  the  36  patients  to  43.  These 
are  tabulated  in  Table  III. 

TABLE  III 
Side  Effects 

{Experienced  by  36  Patients) 


Lethargic,  sleepy,  drowsy  17 

Incoordination  (muscular)  5 

Increased  mental  depression  5 

Loss  of  inhibition  2 

Increased  anxiety  2 

Acute  hysteria  2 

Aggravated  angina  pectoris  1 

Exfolliative  dermatitis  1 

Psychosis  1 

Fear  of  dependence  4 

Coma  1 

Impotence  1 

Increased  agitation  1 

Total  Side  Effects  43 


A most  troublesome  consequence  was  the 
tendency  in  17  patients  to  increase  physical 
activity,  as  a result  of  anxiety  control,  to  a 
degree  incompatible  with  their  cardiac  dis- 


order. In  these  patients,  medication  was 
discontinued  because  they  were  considered  to 
be  endangering  themselves. 

Discussion 

The  short-term  results  of  therapy  with 
chlordiazepoxide  were  interesting.  The  de- 
crease in  anxiety  and  tension  was  rapid.  Pa- 
tients who  had  previously  been  lethargic  while 
taking  meprobamate,  phenobarbital,  or  pheno- 
thiazines  returned  to  near-normal  while  taking 
chlordiazepoxide. 

A most  valuable  use  for  this  agent  was  in- 
termittent therapy  for  specific  anxiety  epi- 
sodes. This  appeared  to  be  more  successful 
than  continuous  long-term  treatment.  In  most 
instances,  where  used  for  this  purpose,  the 
patients  preferred  chlordiazepoxide  because  it 
allowed  them  to  function  mentally,  nearer  to 
normal.  Many  of  those  who  continued  on 
medication  for  periods  of  one  to  two  months 
or  longer  became  unaware  of  improvement  in 
their  anxiety  state.  The  validity  of  the  pa- 
tients’ observations  must  be  questioned  on  this 
point,  as  their  relatives  in  most  instances,  did 
not  concur.  However,  those  who  received  the 
drug  only  until  their  symptoms  were  relieved, 
and  restarted  it,  if  needed,  were  themselves 
more  cognizant  of  the  drug’s  benefits.  This 
observation  is  not  mentioned  in  Hirshleifer’s 
experience.  He  relates  that  those  receiving 
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the  drug  for  6 months  continued  to  be  aware 
of  its  effectiveness. 

The  relief  of  anxiety  and  tension  in  cardiac 
disorders  can  have  a beneficial  or  even  an  ad- 
verse effect,  depending  on  the  individual  pa- 
tient. Some  cardiac  patients  regard  the  relief 
of  these  symptoms  as  a signal  to  increase  their 
activities,  sometimes  to  a point  incompatible 
with  their  basic  disorder.  This  may  cause 
undue  stress  on  the  heart  and  possibly  increase 
cardiac  symptoms  or  even  the  severity  of  the 
disease.  This  happened  to  17  patients  in  our 
study  and  necessitated  withdrawal  of  the 
drug.  Therefore,  the  decision  to  use  ataractic 
agents  in  cardiovascular  patients  must  be 
weighed  carefully  by  the  physician,  particu- 
larly for  those  patients  who  need  a certain 
degree  of  anxiety  to  live  within  their  limited 
cardiac  reserve.  These  agents  may  prove  to 
he  extremely  valuable  to  those  cases  where 
the  patient  can  prove  his  reliability  to  exercise 
good  judgment  and  control  while  under  medi- 
cation. In  most  instances,  a closely  observed 
trial  of  this  agent  is  the  only  possible  way  to 
identify  these  8 patients  who  wiU  react  in  an 
adverse  fashion. 

Summary 

Chlordiazepoxide  (Librium)  was  adminis- 
tered for  relief  of  anxiety  and  depression  to 
82  patients  with  various  cardiac  disorders. 
The  usual  dosage  was  10  mg.  twice  daily. 


Therapy  was  continued  for  one  month  or 
longer  in  most  instances.  Results  of  chlordia- 
zepoxide therapy  in  57  patients  were  com- 
pared with  those  of  other  drugs  administered 
to  the  same  patients  before  or  offer. 

Results  were  “excellent”  in  14,  “good”  in 
30,  “fair”  in  16,  and  “poor”  in  22  patients. 
Maximal  drug  effects  were  usually  noted 
within  5 days. 

Chlordiazepoxide  was  more  effective  than 
other  ataractic  agents  in  the  majority  of  in- 
stances. 

Side  effects  occurred  in  36  patients,  the 
most  frequent  being  lethargy  and  drowsiness. 

Irresponsibility  in  maintaining  restricted  ac- 
tivity required  discontinuance  of  medication 
in  17  patients.  Close  initial  observation  will 
detect  those  patients  who  react  in  this  fashion 
so  that  the  medication  can  be  stopped  before 
damage  is  done. 

In  most  patients  chlordiazepoxide  appears 
to  be  an  effective  agent  for  relief  of  anxiety 
and  occasionally  mental  depression,  when 
these  factors  are  components  of  cardiovascular 
disorders.  It  is  most  effectively  used  in  short 
courses,  terminated  when  the  target  symptom 
is  well  controlled.  When  necessary  chlordia- 
zepoxide can  be  reinstituted  effectively  with 
predictable  results. 


AUDIO-DIGEST  RECORDINGS 

A library  of  more  than  250  one-hour  tape  recordings  released  by  the  California 
Medical  Association’s  non-profit  subsidiary,  the  Audio-Digest  Foundation,  will 
be  available  to  individual  physicians,  hospitals  and  clinics.  The  tapes,  represnt- 
ing  the  latest  and  most  authoritative  reviews  of  modern  day  diagnosis  and 
treatment,  include  program  and  teaching  material  in  six  specialty  areas:  anes- 
thesiology, obstetrics-gynecology,  surgery,  internal  medicine,  pediatrics  and 
general  practice.  A number  of  tapes  focus  on  cancer,  psychiatry,  gastroen- 
terology, cardiology,  arthritis,  geriatrics  and  hematology.  Copies  of  the  new 
catalog  may  be  obtained  by  writing  the  Foundation  at  619  S.  Westlake  Avenue, 
Los  Angeles  57,  Cal. 
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THE  GENERAL  PRACTICE  PROGRAM 
at  the  Wilmington  General  Hospital 


• A new  residency  program  for  the  modern 
family  doctor,  custom-tailored  to  his  individual 
future. 


David  Platt,  M.D. 


Until  a few  years  ago,  the  general  practi- 
tioners at  the  Wilmington  General  Hospital, 
as  at  most  hospitals  across  the  country,  were 
a disorganized  group,  looked  on  by  their 
specialist  brothers  in  the  hospital  community 
with  toleration,  and  tacked  on  as  extras  in 
the  various  departments. 

Now  with  the  stimulus  of  the  Academy  of 
General  Practice,  the  generalists  have  become 
organized  into  a cohesive  group,  with  strong 
emphasis  on  post-graduate  training  both  in 
and  out  of  the  hospital. 

The  Department  of  General  Practice  at  the 
Wilmington  General  Hospital  is  organized 
under  four  chiefs:  Elton  Resnick,  M.D.,  Harry 
Taylor,  M.D.,  Frank  Skura,  M.D.,  and  David 
Platt,  M.D.  Each  serves  in  rotation  for  one 
year  as  director  of  the  department. 

Three-fold  Program 

The  General  Practice  Program  in  the  Wil- 
mington General  Hospital  is  three-fold:  (1) 
Direct  service  to  patients  in  wards  and  clinics 
(2)  Continuous  education  of  the  Attending 
General  Practice  Staff  by  conferences,  semi- 
nars, and  C.P.C.s  (3)  Intensive  participation 
in  a well-rounded  general  practice  residency 
program. 


Dr.  Platt  is  Director  of  General  Practice  and  Associate  in  Pedi- 
atrics, Wilmington  General  Hospital;  Associate  in  General  Practice, 
Delaware  Hospital  and  Courtesy  Staff,  Memorial  and  St.  Francis 
Hospitals. 


There  are  seventy-seven  general  practi- 
tioners on  the  staff  of  the  Wilmington  General 
Hospital,  of  whom  forty-three  are  on  the  ac- 
tive staff.  These  doctors  have  contributed 
a great  deal  toward  the  care  of  the  9,236 
patients  seen  in  the  clinics  of  the  Wilmington 
General  Hospital  during  1961. 

The  Department  of  General  Practice  has 
teamed  up  with  the  Internal  Medicine  De- 
partment in  co-sharing  responsibility  for  oper- 
ation of  the  medical  clinic.  Twenty-one  of  the 
G.P.s  participate  in  this  activity.  Eighteen 
others  elected  to  serve  in  the  Obstetric  Clinic, 
and  the  remaining  few  work  in  the  other 
specialty  clinics. 

The  G.P.s  are  active  also  on  the  ward  floors 
of  the  hospital,  and  have  been  giving  freely 
of  their  time  for  staff  conferences  and  the 
multitude  of  other  such  activities  where  they 
teach  the  house  staff  and  each  other. 

The  General  Practitioners  at  the  Wilming- 
ton General  Hospital  are  proud  of  our  Gen- 
eral Practice  Residency  Program.  This  was 
initiated  by  Olin  S.  Allen,  II,  M.D.,  of  the 
hospital  radiology  department,  who  is  Chair- 
man of  the  Education  and  House  Staff  Com- 
mittee. 

The  Wilmington  General  Hospital  has  been 
approved  for  a two  year  program  for  tweve 
general  practice  residents.  This  is  not  a 


176 


June,  1962 


The  General  Practice  Program — Platt 


routine  cut-and-dry  program  which  can  be 
neatly  outlined  on  paper.  Instead,  it  is  a 
program  which  is  designed  to  be  custom-fitted 
to  the  needs  of  each  individual  general  prac- 
tice resident,  and  to  give  him  exactly  the  kind 
of  experience  which  will  best  prepare  him  for 
the  type  of  general  practice  which  he  will  later 
do  in  the  community  of  his  choice.  If  G.Ps. 
in  his  community,  for  example,  take  out  ton- 
sils, appendices,  and  gall  bladders,  that  train- 
ing will  be  fitted  into  his  schedule. 

Doctor-Patient  Contact  Emphasized 

Emphasis  throughout  the  two  years  is  placed 
on  doctor  to  patient  contact,  with  personal 
instruction  of  the  resident  by  the  attending 
staff  at  the  bedside,  plus  all  the  expected  gamut 
of  daily  teaching  rounds,  clinics,  laboratory 
work,  C.P.C.s  etc. 

In  the  clinics  and  emergency  room,  the 
general  practice  resident  sees  the  kind  of 
patients  and  problems  he  will  see  every  day 
in  his  own  practice.  He  is  not  tied  to  any  one 
clinic,  but  is  free  to  follow  individual  patients 
from  clinic  to  clinic,  to  the  delivery  room  table 
and  to  pediatric  follow-up. 

Members  of  the  attending  staff  are  always 
on  hand  for  teaching,  guidance,  and  exchange 
of  ideas. 

Routine  histories  and  physicals  are  no  longer 
the  responsibility  of  these  residents.  A team 
of  nurses  has  been  trained  to  do  all  the  routine 
venipunctures,  and  another  team  of  trained 
personnel  is  on  hand  to  do  routine  EKGs, 
catheterizations,  and  naso-gastric  intubations. 
The  essential  purpose  is  of  course  to  give  more 
time  for  personal  education,  medical  study, 
patient  diagnosis  and  research. 

Although  the  composition  of  the  two  years  is 
individually  flexible,  the  first  year  will  usually 
consist  of  seven  to  nine  months  on  general 
medicine  (including  gastro-enterology,  cardi- 
ology, and  dermatology),  followed  by  three 
to  five  months  of  pediatrics,  and  one  month 
each  (if  desired)  on  pathology  and  radiology. 

The  second  year  of  the  residency  will  usually 
consist  of  seven  to  nine  months  of  general 
surgery  (including  urology,  orthopedics,  eye 
ear-nose-throat,  neuro-surgery,  thoracic  sur- 


gery, anesthesia,  and  especially  emergency 
room  service).  The  final  three  to  five  months 
will  be  on  Obstetrics-Gynecology. 

While  on  the  OB  service,  the  resident  gets 
trained  in  vaginal  deliveries  of  all  types,  and 
if  in  his  home  community  G.P.s  do  caesarian 
sections  and  operations  for  ectopic  pregnancy, 
that  teaching  will  be  included.  If  similarly 
indicated,  on  the  GYN  service  he  may  be 
taught  to  do  D&Cs,  cervical  conizations  and 
Bartholin  cyst  excision;  he  will  be  trained  in 
any  procedure  which  will  be  used  by  a gener- 
alist in  his  community  of  practice.  On  the 
medical  service,  he  is  taught  to  read  EKGs 
and  so  on  through  the  whole  range  of  hospital 
services.  He  is  permitted  to  plan  ahead  and 
select  intensive  training  in  the  procedures 
which  he  as  an  individual  practicing  doctor 
will  most  need. 

We  take  pride  at  the  Wilmington  General 
Hospital  that  we  have  extended  this  general 
practice  residency  program  out  beyond  the 
walls  of  our  institution.  Arrangements  have 
been  made  for  the  residents  to  attend  special 
clinics  and  demonstrations  and  conferences  at 
the  Delaware  Hospital,  the  Memorial  Hospital, 
the  Delaware  State  Hospital,  the  Alfred  I.  du 
Pont  Institute,  the  Veterans  Administration 
Hospital,  the  Hospital  for  the  Mentally  Re- 
tarded, and  the  Eugene  duPont  Convalescent 
Hospital.  At  these  varied  other  institutions 
our  residents  will  get  personal  experience  with 
problems  ranging  from  congenital  cardiac  de- 
fects through  mental  illness  and  physical  re- 
habilitation. 

Always,  too,  through  this  residency  we 
keep  sight  of  the  goal,  a well-rounded  general 
practitioner.  To  keep  it  practical,  through 
the  two  years  the  resident  will  from  time  to 
time  be  on  special  assignment  to  the  office  of 
a busy  general  practitioner,  where  he  will  work 
with  him  on  his  problems  and  make  house 
calls  with  him. 

The  Wilmington  General  Hospital  General 
Practice  Residency  Program  is  a flexible  per- 
sonalized program,  and  offers  comprehensive 
preparation  for  the  doctor  to  give  excellent 
general  practice  medical  care  in  his  com- 
munity. 
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INTELLIGENCE  QUOTIENTS 
In  Maladjusted  Children 

AN  INSTITUTIONAL  REPORT 


* A preliminary  step  in  an  effort  to  conduct  a 
systematic  and  comprehensive  analysis  of  the 
patient  population  at  the  Governor  Bacon  Health 
Center. 


CONO  Galliani,  Ph.D. 
Harry  Pennington,  M.A. 


To  date,  there  do  not  appear  to  be  any 
reports  which  present  a comprehensive  analysis 
of  the  patient  population  of  the  Governor 
Bacon  Health  Center.  There  are,  to  be  sure, 
references  made  to  the  maladjusted  children 
who  are  not  mentally  defective,  to  the  cere- 
bral palsied,  to  the  cardiac,  and  to  the  crip- 
pled children.  Such  references,  unfortunately, 
convey  a partial  and  often  vague  impression 
of  our  patient  population. 

In  an  effort  to  alleviate  the  above  condition, 
the  Psychology  Division  at  Governor  Bacon 
has  been  directing  some  effort  toward  conduct- 
ing a systematic  and  comprehensive  analysis  of 
the  patient  population.  The  present  report, 
albeit  limited  in  scope,  is  but  a preliminary 
step  in  this  direction.  Ideally,  one  ought 
not  separate  the  intellectual  from  the  contri- 
butions and  interactions  of  the  sociological 
and  biological  environments.  A report  of  such 
magnitude,  however,  would  fall  beyond  our 
present  purpose.  Recognizing  the  limitations 
of  the  present  study,  the  writers,  nevertheless, 
believed  that  some  value  could  be  gained  from 
the  present  findings.  The  hypothesis  for  this 
study  were:  (1)  that  there  were  no  differences 


Dr.  Galliani  is  Chief  Psychologist  and  Mr.  Pennington  is  Clinical 
Psychologist  to  the  Governor  Bacon  Health  Center.  Delaware. 


between  the  intelligence  quotients  of  institu- 
tionalized boys  and  girls,  and  (2)  there  were 
no  racial  differences  on  intelligence  scales  for 
our  population. 

Procedure 

The  population  consisted  of  114  children* 
between  the  ages  of  six  and  seventeen  and  a 
half  years;  90  were  boys  and  24  were  girls. 
Of  the  90  boys,  71  were  white  and  19  were 
Negro.  There  were  15  white  and  nine  Negro 
girls.  All  but  five  boys  had  been  administered 
either  the  Wechsler  Intelligence  Scale  for 
Children,  the  Wechsler-Bellevue,  Forms  I or 
II,  or  the  Wechsler  Adult  Intelligence  Scale. 
Four  of  the  remaining  five  boys  had  Stan- 
ford-Binet,  L,  intelligence  quotients,  and  the 
fifth  had  scores  available  only  on  the  Full 
Range  Picture  Vocabulary  Test.t  In  this  re- 
port, statements  or  reference  to  Verbal  Scale 
Intelligence  Quotients  (VS  IQ)  and  Perform- 


*These  children  were  all  residents  in  the  cottages  for  maladjusted 
children  as  of  April  1961.  The  present  study  does  not  include  the 
crippled,  the  cardiac,  or  the  cerebral  palsied  children. 

fBecause  of  the  nature  of  the  psychological  assessment  program  at 
the  Center,  it  was  not  possible  to  administer  each  child  the  same 
form  of  any  one  intelligence  scale.  Also,  the  particular  scale  ad- 
ministered is  dependent  upon  numerous  factors  such  as  the  patient’s 
age,  previous  scales  administered,  and  ability  of  the  patient.  The 
writers,  recognizing  this  unorthodox  procedure,  nevertheless  believed 
that  the  correlations  between  the  IQs  from  these  different  scales 
were  sufRciently  stable  to  permit  the  present  analysis. 
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ance  Scale  Intelligence  Quotients  (PS  IQ),  do 
not  include  quotients  obtained  from  either  the 
Stanford-Binet  or  the  Full  Range  Picture  Vo- 
cabulary. 

Results  And  Conclusions 

The  mean  FS  IQ’s  are  presented  in  column 
2 of  Table  I.  Tests  of  significance**  between 
the  FS  IQ’s  for  all  the  boys  (85.40)  and  all  the 
girls  (78.63)  reflected  a significant  difference 
(p<.01)  in  favor  of  the  boys.  The  mean 
FS  IQ’s  of  the  white  boys  (87.85)  and  the 
mean  FS  IQ’s  of  the  Negro  boys  (84.79)  were 
not  significantly  different  from  each  other. 
No  significant  differences  were  found  between 
the  mean  FS  IQ’s  for  the  white  girls  (77.13) 
and  the  mean  FS  IQ’s  for  the  Negro  girls 
(81.11). 

TABLE  1 

Mean  Full  Scale  Intelligence  Quotient 
according  to  sex  and  racial  background 

'Number  Mean  Standard  FS  IQ 
in  sample  FS  IQ  deviation  range 

Total 


Sample 

114 

85.40 

13.20 

44-118 

Total 

Boys 

90 

87.21 

12.35 

44.118 

White 

Boys 

71 

87.85 

12.59 

44.118 

Negro 

Boys 

19 

84.79 

11.17 

63-103 

Total 

Girls 

24 

78.63 

14.33 

50.108 

White 

Girls 

15 

77.13 

19.79 

50.108 

Negro 

Girls 

9 

81.11 

11.02 

61.97 

The  mean  VS  IQ’s  and  the  mean  PS  IQ’s 
are  presented  in  columns  2 and  3,  respectively, 
of  Table  II.  There  was  a significant  differ- 
ence (p<.01)  between  the  mean  PS  IQ’s 
(91.32)  and  the  mean  VS  IQ’s  (86.26)  for  the 
total  boys  group.  The  difference  was  in  favor 
of  the  performance  scores.  For  the  total 
girls  group,  there  were  no  significant  differences 
between  the  PS  IQ’s  and  the  VS  IQ’s. 

**The  *'t”  test  was  used  for  all  significance  tests  in  this  study. 
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TABLE  II 

The  mean  Verbal  Scale  and  Performance  Scale 
intelligence  quotients  according  to  sex 
and  racial  background 


Total 

Sample 

Number 
in  sample 

109* 

Mean 
VS  IQ 

84.53 

Mean 
PS  IQ 

89.46 

Total 

Boys 

85 

86.26 

91.32 

White 

Boys 

67 

86.67 

92.32 

Negro 

Boys 

18 

84.72 

87.50 

Total 

Girls 

24 

78.42 

82.88 

White 

Girls 

15 

75.93 

82.67 

Negro 

Girls 

9 

82.56 

83.22 

Summary 

The  study  examined  two  hypotheses.  One 
was  concerned  with  differences  between  the 
intelligence  quotients  of  maladjusted  and  in- 
stitutionalized boys  and  girls,  and  the  other 
was  concerned  with  racial  differences,  insofar 
as  intelligence  quotients  were  concerned.  The 
first  hypothesis  was  partially  substantiated, 
i.e.,  that  as  a group,  white  and  Negro  malad- 
justed boys  make  higher  scores  on  intelligence 
tests  than  do  girls.  Also,  the  performance 
scale  quotients  of  maladjusted  white  and 
Negro  boys  are  significantly  higher  than  their 
verbal  scale  quotients.  The  second  hypothesis 
was  not  substantiated,  and  therefore,  had  to 
be  rejected  as  untenable. 

As  mentioned  previously,  this  study  is  pre- 
liminary investigation  and  does  not  warrent 
conclusions  which  apply  to  maladjusted  boys 
and  girls  in  general.  The  sample  for  the 
present  study  is  too  small,  and  hardly  ade- 
quate, from  which  conclusive  information 
about  maladjusted  children  could  be  ascer- 
tained. 

♦The  population  is  reduced  to  109  since  Verbal  and  Performance 
Quotients  were  not  available  for  five  of  the  children. 

References  will  be  supplied  by  the  Journal  on  request. 
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THE  PHYSICAL  EXAMINATION 

In  the  May  12th  issue  of  JAMA,  Seegal 
and  Wertheim  of  Columbia  University  present 
a most  provocative  article  on  a very  simple 
observation — subsequent  to  graduation  from 
Medical  School  how  many  complete  examina- 
tions have  you  done  on  patients  under  the 
supervision  of  one  of  your  teachers?  Seegal 
and  Wertheim  are  perturbed,  and  justifiably 
so,  at  the  universal  practice  of  the  teaching 
of  physical  diagnosis  by  a number  of  different 
specialists  following  which  the  subject  is  con- 
sidered as  being  completed,  no  one  taking  the 
time  to  look  into  the  student’s  or  young  phy- 
sician’s ability  at  putting  into  practice  that 
which  he  supposedly  has  learned.  Despite 
all  of  the  recent  and  highly  scientific  advances 
in  the  diagnostic  side  of  medicine,  a complete 
physical  examination  remains  the  backbone 
of  any  diagnosis.  Omissions  or  commissions 
of  errors  are  only  compounded  when  they  are 
allowed  to  be  repeated  many  times  due  to  the 
lack  of  supervision. 

Seven  years  ago  a program  was  begun  at 
the  Columbia  University  Research  Service, 
Goldwater  Memorial  Hospital.  During  each 
year  thirty  senior  students  served  for  two 
months  as  clinical  clerks  and  as  part  of  their 
training  were  required  to  perform  a complete 
physical  examination  under  the  supervision 
of  an  instructor.  Two  and  one  half  hours  is 
the  time  required  for  this  exercise  and  the 
students  have  enthusiastically  accepted  it  as 
a most  helpful  part  of  their  training. 

The  authors  give  the  following  quote  from 
the  brochure  titled  “The  Examinations  of  the 
American  Board  of  Internal  Medicine;  Infor- 
mation for  Candidates”  by  Howard  P.  Lewis, 
M.D. 


“High  competence  in  physical  examination 
is  inherently  implied  in  the  title  “internist.” 
Many  candidates  demonstrate  indifferent, 
careless,  or  thoroughly  inadequate  techniques 
in  this  skill : some  because  of  a lack  of  training 
in  this  valuable  art,  some  because  they  judge 
physical  examination  to  be  an  unimportant 
part  of  the  diagnostic  evaluation  of  a patient. 
The  Board  does  not  share  this  latter  view. 
Because  a considerable  percentage  of  failures 
are  due  to  deficiency  in  this  field,  candidates 
would  do  well  to  perfect  themselves  in  physical 
examination  and  its  interpretation  before 
they  present  themselves  for  examination.” 

HIRE  THE  PHYSICALLY  HANDICAPPED 

During  a panel  discussion  at  a recent  meet- 
ing of  the  N.J.  Diabetes  Association  the  sub- 
ject got  around  to  hiring  the  severely  handi- 
capped. While  the  question  came  up  as  to  hir- 
ing the  person  with  diabetic  gangrene  or  severe 
arterial  disease,  it  applied  to  people  in  general 
who  had  physical  handicaps.  As  the  discussion 
developed,  it  soon  became  apparent  that  indus- 
try is  unable  to  hire  these  people  and  will  con- 
tinue to  be  unable  to  hire  them,  despite  the 
emotional  pleas  of  politicians,  as  long  as  the 
Industrial  Accident  Boards  in  the  various 
states  continue  handing  down  decisions  in 
favor  of  handicapped  people  who  have  been 
fortunate  enough  to  obtain  employment  and 
who  subsequently  become  disabled.  Rather 
than  hammering  at  the  medical  profession  and 
at  the  employer  through  organizations  such 
as  the  Diabetes  Association,  Heart  Association, 
and  others  of  that  type,  it  might  be  more  to 
the  point  if  these  people  concentrated  on 
making  their  wishes  known  to  the  lawmakers. 
Hiring  the  handicapped  could  be  most  desir- 
able. 
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For  the  doctors  and  their  families  who  have  recently  come  to 
Wilmington,  and  who  make  many  inquiries  about  activities  of  interest 
to  their  families,  we  are  fortunate  in  having  a great  number  of  enter- 
taining, recreational,  and  educational  events  in  and  around  our  city. 
Let  me  name  just  a few: 

The  theatre  is  one  of  our  most  active  arts,  since  we  have  the 
Playhouse  in  the  duPont  Building  to  bring  us  professional  broadway 
plays;  the  ballet  and  music  in  the  winter  season,  and  the  Robin  Hood 
Theatre  in  Arden  in  the  summer  time.  The  beautiful  outdoor  theatre 
in  Longwood  Gardens  presents  both  professional  and  amateur  groups 
all  summer  long. 

In  the  amateur  group,  the  Wilmington  Drama  League  presents 
six  excellent  plays  regularly  every  winter  plus  some  extras,  and  the 
Breck’s  Mill  Theatre  groups  give  many  performances  all  at  nominal 
prices.  The  University  of  Delaware  Players  also  give  several  plays  and 
a yearly  “Play  Festival”  with  awards.  The  Arden  Players  are  an  active 
group  giving  several  plays,  operas,  and  musical  evenings  each  year. 

The  Wilmington  Symphony  Orchestra  made  up  of  amateurs  and 
a few  professionals,  gives  six  or  more  performances  each  winter.  The 
amateur  opera  groups  present  two  or  three  delightful  operas,  and  the 
many  amateur  groups,  some  sponsored  by  “Recreation  Promotion  and 
Service”  such  as  the  Pops  orchestra  and  the  String  Board,  meet 
regularly  throughout  the  year  for  concerts  and  practice  sessions. 

The  Wilmington  Society  of  the  Fine  Arts  in  the  Delaware  Art  Center 
offers  a variety  of  classes  in  Painting,  Sculpturing,  Drawing,  Print 
making.  Photography,  Weaving  and  Textile  Design  to  both  children 
and  adults,  and  in  addition,  many  interesting  lectures  and  concerts  to 
members,  the  membership  fee  being  very  reasonable. 

I hope  many  of  our  new  physicians  join  these  groups  and  enjoy 
their  new  community  activities. 
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Delaware  Cited 
By  King 


A consignment  of  sample  drugs  for  leprosy,  valued  at  more  than  $50,000 
was  sent  to  Thailand  through  the  combined  efforts  of  Delaware’s  14  Junior 
Chambers  of  Commerce  and  the  physicians  of  Delaware,  who,  backed  by 
their  Medical  Society,  contributed  the  drugs  free  of  charge.  His  Majesty 
the  King  of  Thailand  received  this  third  consignment  on  behalf  of  the 
Board  of  Directors  of  the  Leprosy  Relief  Fund,  from  Mr.  Adam  W.  Aitken, 
vice-president,  and  stated  his  appreciation  for  the  fine  work  being  done 
in  Delaware  for  the  Fund.  In  a letter  to  Lemuel  C.  McGee,  M.D.,  Mr. 
Aitken  stated  that  the  King  is  quite  aware  that  without  the  cooperation 
of  the  Medical  Society  of  Delaware,  the  JC’s  would  possibly  have  difficulty 
in  obtaining  the  drugs.  Bangkok  World.  April  29,  1962. 


Joint  Statement  On  There  is  a widespread  misunderstanding  on  the  part  of  the  public  and  j 
Narcotic  Addiction  various  professional  and  other  groups  about  the  problems  associated  with 
In  The  U.S.  narcotic  addiction.  A joint  statement  by  the  American  Medical  Associa-  < 

tion  and  the  National  Research  Council  has  been  released  to  clarify  that  |ij 
these  organizations  share  common  objectives  concerning  narcotic  addiction  ’ 
in  the  United  States,  viz,  that  present  efforts  should  be  strengthened  to  | 
(a.)  reduce,  and  if  possible,  eliminate  such  addiction  and  (b.)  to  provide 
the  best  possible  treatment  and  rehabilitation  services  to  addicted  persons. 

The  Federal  Bureau  of  Narcotics  issued  a simultaneous  statement  com- 
mending the  two  organizations  and  expressing  full  agreement  with  the 
AMA-NRC  position. 

Legalized  Narcotics?  The  only  real  difference  between  an  addiction  and  a habit  is  legal  defi- 
nition,” says  Max  S.  Sadove,  M.D.,  Professor  and  Head  of  the  University 
of  Illinois  College  of  Medicine’s  Department  of  Anesthesiology.  He 
believes  that  legalization  of  narcotics  to  the  point  where  certain  drugs 
can  be  intelligently  administered  through  proper  channels  is  both  realistic 
and  necessary;  that  it  is  social  misunderstanding  that  causes  certain 
people  to  resort  to  desperate  measures  to  obtain  the  money  necessary  to 
buy  narcotics.  In  Great  Britain  an  addict  can  register  as  such  with  a 
private  physician  or  at  one  of  the  several  regional  clinics  and  receive  legally 
prescribed  drugs  when  and  as  necessary.  Quoting  Dr.  Sadove,  “Drugs 
if  purchased  from  a peddler  cost  less.  Both  bad  habits  and  addictions 
are  born  from  some  kind  of  need.  When  we  solve  the  reason  for  that 
need  we  will  be  on  our  way  to  at  least  partial  solution  of  the  actual 
narcotic  problem.” 

New  Hoax  On  A feature  article  entitled  “New  Arthritis  Controversy,”  in  the  May  8 

Arthritis  issue  of  Look  has  been  vigorously  objected  to  by  the  Arthritis  and  Rheu- 

matism Foundation.  R.  W.  Lamont-Havers,  M.D.,  Medical  Director  of 
the  ARF  claims  that  the  “secret  remedy”  attributed  to  an  unlicensed 
physician  in  Canada — author  of  this  article — is  no  new  discovery  as  far 
as  its  active  ingredients  are  concerned  and  will  be  guilty  of  raising  false 
hopes  among  the  millions  of  arthritis  sufferers. 
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Guest  Of  Honor 


Personal 

Glimpses 


Attention 

Physicians-Artists 


Speoker — 
Annual  Meeting 


Sylvester  W.  Rennie,  M.D.,  was  an  honored  guest  at  the  Chester  County 
Medical  Society’s  10th  Annual  Dinner  Dance,  held  April  28  in  the  Green 
Room  of  the  Hotel  duPont.  In  the  photograph  are  (left  to  right) ; Dr. 
Rennie;  Robert  N.  Byrne,  M.D.,  President,  Chester  County  Medical 
Society;  J.  Albright  Jones,  M.D.,  President,  Delaware  County  Medical 
Society;  W.  Benson  Harer,  M.D.,  Pennsylvania  Medical  Society  President- 
elect, and  William  A.  Limberger,  M.D.,  member,  Pennsylvania  Medical 
Society  Board  of  Trustees  and  Councilor  for  the  PMS  second  district. 

Doctors  Charles  L.  Miller,  Chester  R.  Deitz,  Robert  L.  Dewees,  Jerome 
Kay  and  Ward  W.  Briggs,  moderator,  participated  in  a panel  discussion 
on  various  psychological  problems  faced  by  a diabetic,  at  the  Delaware 
Academy  of  Medicine  . . . Raymond  A.  Lynch,  M.D.,  addressed  the 
Delaware  Home  Safety  Conference  at  Dover  on  “Reducing  Falls” — the 
most  frequent  cause  of  fatal  accidents  to  elderly  people  . . . Daniel  Preston, 

M. D.,  addressed  the  Delaware  Society  of  Medical  Laboratory  Technicians, 
at  the  Wilmington  General  Hospital  . . . WiUiam  D.  Vandervort,  M.D., 
heads  a pioneer  program  of  nursing  education  in  geriatric  training  for 
students  at  the  Delaware  Hospital  School  of  Nursing  . . . 

Paintings  will  be  selected  from  the  25th  annual  art  exhibit  of  the  American 
Physicians  Art  Association  (held  at  the  A.M.A.  Convention,  Chicago, 
June  24-28)  for  a traveling  exhibition  sponsored  by  the  APAA  and  the 
National  Foundation.  Proceeds  will  help  build  and  equip  the  Salk 
Institute  for  Biological  Studies  at  San  Diego,  Cal.  Interested  physician- 
artists  may  write:  Alfred  A.  Richman,  M.D.,  307  Second  Avenue,  N.Y.  3. 

W.  H.  Sebrell,  Jr.,  M.D.,  Professor  of  Nutrition,  Columbia  University, 

N. Y.C.,  will  lecture  on  “Vitamins  and  Medical  Practice”  at  the  Annual 
Meeting  of  the  Medical  Society  of  Delaware  on  Saturday,  October  6,  1962 
in  the  Delaware  Academy  of  Medicine.  Other  speakers  will  be  announced 
in  the  forthcoming  issues  of  the  Journal. 
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* Report  from  the  Delegates  of  the  Delaware 

Academy  of  General  Practice  on  the  Annual  f 

Meeting  of  the  Congress  of  the  American  Academy 

of  General  Practice  held  at  Las  Vegas,  Nevada,  ; 

April  7-9,  1962. t 

I 


The  delegates  reaffirmed  Academy  support 
of  and  belief  in  the  AMA  Principles  of  Ethics 
which  allow  compensation  for  surgical  assist- 
ance, and  urged  Academy  members  to  use,  as 
consultants,  surgeons  who  permit  the  general 
practitioner  to  participate  in  the  total  care  of 
the  patient. 

In  another  resolution  delegates  requested 
that  the  Joint  Commission  on  Accreditation 
of  Hospitals,  through  its  inspectors,  make 
evaluations  available  via  tape  recordings  to 
all  members  of  the  medical  staff. 

In  actions  concerning  government  encroach- 
ment in  the  medical  care  field,  the  Congress 
endorsed  “the  moral  and  ethical  principles  of 
non-participation  in  any  socialistic  system  of 
medical  care  injurious  to  the  best  interests  of 
our  patients,”  and  asserted  strong  faith  and 
confidence  in  the  ethical  pharmaceutical  in- 
dustry of  America  operating  under  the  free 
enterprise  system  of  business. 

Support  For  The  A.M.P.A.C. 

To  close  the  ranks  in  medicine’s  fight  against 
socialized  medicine,  delegates  urged  that  every 
member  of  the  Academy  join  and  give  sup- 
port to  the  American  Medical  Political  Action 
Committee. 

Delegates  adopted  a resolution  supporting 
doctor-sponsored  Blue  Shield  plans  as  an  ef- 
fective weapon  to  combat  government  en- 
croachment in  medical  care,  and  in  another 


t Alternate  dele^jates  were  Drs.  Marjorie  Conrad  (president)  and 
Harold  Sortman;  members:  Drs.  Elton  Resnick  and  Hewitt  Smith. 


resolution  called  for  adequate  physician  rep- 
resentation on  Blue  Shield-Blue  Cross  govern- 
of  an  undergraduate  education  study  commit- 
ing  boards. 

The  Congress  approved  a progress  report 
of  an  undergraduate  education  study  commit- 
tee of  the  Commission  on  Education  which  is 
reviewing:  undergraduate  programs  in  opera- 
tion designed  to  orient  students  toward  general 
practice,  areas  in  which  general  practitioners 
can  effectively  participate,  and  methods  of 
teaching.  This  project  is  being  conducted  in 
liaison  with  the  AMA  Committee  on  Medical 
Practices,  the  Association  of  American  Medical 
Colleges,  the  Council  on  Medical  Education 
and  Hospitals  and  the  Section  on  General 
Practice  of  the  AMA. 

Delegates  adopted  an  amendment  to  the 
By-Laws  providing  for  a Commission  on  En- 
vironmental Medicine,  which  will  represent 
the  Academy  in  its  relationships  with  volun- 
tary health  associations,  public  health  agencies 
and  others  concerned  with  social  aspects  of 
medicine  not  within  purlieu  of  other  Academy 
commissions. 


The  Congress  approved  with  commendation 
the  report  of  the  Liaison  Committee  with  Ad- 
visory Board  for  Medical  Specialties,  stating 
the  committee  provides  an  excellent  communi- 
cation line  for  the  Academy  with  medical 
specialties,  a method  of  maintaining  proper 
intraprofessional  relationships. 


The  Insurance  Committee  was  commended 
for  a “job  well  done,”  stating  the  Academy 
has  “the  most  comprehensive  medical  coverage 
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available  at  the  lowest  possible  rates  of  all 
professional  groups  in  the  United  States.” 

The  Board  was  commended  for  alertness 
and  astuteness  in  maintaining  liaison  with  the 
American  Society  of  Internal  Medicine  and 
recommended  continuation  of  such,  particu- 
larly in  regard  to  policy  on  fee  schedules. 

A recommendation  was  adopted  that  the 
Liaison  Committee  with  the  AMA  Council  on 
Rural  Health  be  abolished,  and  it  was  recom- 
mended further  that  each  state  chapter  ap- 
point a general  practitioner  actually  in  rural 
practice  to  be  an  active  liaison  member  from 
chapter  to  state  medical  society,  and  that 
each  chapter  assume  a more  active  role  at  the 
state  medical  society  level. 

A recommendation  was  that  no  action  be 
taken  this  year  on  a board  of  general  prac- 
tice, but  that  mem^bership  be  fully  informed 
so  the  issue  may  be  settled  at  the  1963  meet- 
ing. 

The  Congress  closed  with  the  annual  dele- 
gates’ dinner,  with  Vice-Speaker  Lou  Cellio 
acting  as  toastmaster.  Jackie  Cooper  received 
the  certificate  of  meritorious  service  and 
charmed  delegates  with  his  gracious  accept- 
ance and  description  of  efforts  on  the  part  of 
his  staff  to  build  a favorable  image  of  general 
practice  in  his  popular  television  program, 
“Hennessey.”  Entertainment  by  the  Sports- 
men from  Jack  Benny’s  TV  show  and  music 
for  dancing  was  furnished  through  the  courtesy 
of  Mead  Johnson  & Company. 

A Program  To  Interest  High  School  Students 
In  Medicine 

The  Academy’s  pilot-tested  Project  MORE, 
a program  to  interest  high  school  students 
in  medicine,  was  launched  on  a national  scale 
in  a special  meeting  of  state  chapter  officers 
attending  the  Annual  Scientific  Assembly. 


Two  young  Academy  members — Dr.  Jack 
P.  Clark  of  Syracuse,  Ind.,  and  Dr.  Homer  B. 
Martin  of  Louisville,  Ky. — were  announced  as 
the  winners  of  GP’s  Ross  Awards  for  1961. 
The  awards  are  made  annually  to  the  two 
Academy  members  who  are  authors  of  the 
most  significant  articles  to  be  published  in 
GP  during  the  past  year. 

The  scientific  sessions  were  most  interesting 
and  instructive. 

Your  delegates  attended  affairs  given  by 
many  states,  and  attended  the  Delegates’ 
Dinner  given  on  Monday  evening  at  the  Fla- 
mingo. 

Your  delegates  wish  at  this  time  to  express 
their  appreciation  to  the  Delaware  Academy 
of  General  Practice  for  the  confidence  shown 
in  sending  them  as  delegates  and  for  the 
privilege  of  representing  the  Delaware  Chapter. 
We  wish  also  to  thank  the  alternates,  Drs. 
Conrad  and  Sortman  for  their  cooperation 
and  fine  support. 

The  final  registration  figures  released  show 
a total  registration  of  7,902.  The  breakdown 
is  as  follows: 


Physicians  3,683 

Technical  Exhibitors  674 

Scientific  Exhibitors  376 

Guests  3,169 


7,902 

Dr.  Richard  R.  Chamberlain,  newly-elected 
Board  member  from  New  Jersey,  was  ap- 
pointed to  assume  the  chairmanship  of  the 
commission  on  Hospitals,  to  fill  the  vacancy 
created  by  the  retirement  of  Dr.  John  O. 
Milligan.  Other  appointments  to  commissions 
and  committees  will  be  made  by  the  Board 
at  its  June  meeting  in  Chicago. 


DELAWARE’S  INSURANCE  BENEFITS 

Health  insurance  benefits  paid  out  by  insurance  companies  in  1961 
increased  in  all  50  states.  In  Delaware  the  increaise  was  $713,000  or  20.6%. 
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ANNUAL  REPORT  OF  THE  WOMAN’S  AUXILIARY 
TO  THE  KENT  COUNTY  MEDICAL  SOCIETY 


The  Woman’s  Auxiliary  to  the  Kent  County 
Medical  Society  has  held  three  of  its  four 
meetings  for  the  year  1961-1962.  The  final 
meeting  was  held  on  Tuesday,  May  8th. 

Kent  County  women  were  hostesses  for  the 
coffee  hour  at  the  annual  meeting  in  Wilmig- 
ton  in  October,  1961. 

The  Future  Nurses  Clubs  at  the  Smyrna 
High  School  and  at  the  Harrington  High 
School  have  been  entertained  by  members  of 
the  Auxiliary  in  those  areas.  A joint  party  is 
being  planned  for  F.N.C.  members  of  the 
Dover,  Holy  Cross,  William  Henry,  and 
Caesar  Rodney  High  Schools.  This  party 
will  be  held  at  the  Dover  High  School  later 
in  April.  Several  new  aprons  have  been  pur- 
chased by  the  Auxiliary  for  the  F.N.C.  mem- 
bers to  wear  while  on  volunteer  duty  at  the 
Kent  General  Hospital  in  Dover  and  the  Wel- 
fare Flome  in  Smyrna.  There  has  been  some 
discussion  of  providing  some  sort  of  emblem 
to  be  worn  by  these  girls  while  on  duty. 
However,  no  definite  decision  has  been  made 
at  this  time.  The  outstanding  graduating 
girl  from  each  club  will  be  presented  with  a 
book  on  nursing  at  graduation.  This  award 
has  been  presented  by  the  Auxiliary  for  the 
past  several  years. 

A new  chairman  was  appointed  this  year 
for  Mental  Health.  After  an  investigation 
into  the  needs,  a donation  was  made  to  the 
Dover  Day  Care  Center  for  retarded  children. 
This  gift  was  made  at  Christmas  time  and 
was  used  to  purchase  educational  and  play 
materials. 

The  Committee  on  Legislation  has  been 
active  this  year.  In  the  fall,  “Operation  Coffee 
Cup”  was  played  on  radio  station  WKEN, 
Dover  following  a discussion  of  the  Kerr-Mills 


Bill  vs.  the  King-Anderson  Bill  by  Auxiliary 
members.  This  was  followed  by  a brief  period 
of  questions  by  the  radio  audience. 

The  Auxiliary,  together  with  the  Kent 
County  Medical  Society  held  a cocktail  hour 
and  buffet  on  April  8 th,  followed  by  an  ad- 
dress on  legislation  by  Dr.  Wilham  0.  La- 
Motte,  Jr.  Guests  on  this  occasion  were 
officers  of  both  the  Medical  Society  of  Del- 
aware and  the  Auxiliary  to  the  State  Society. 

The  special  Health  Fair  Committee  was  also 
formed  this  year  to  assist  as  hostesses  at  the 
Delaware  Health  Fair  in  Wilmington  in  March. 

We  invited  the  executive  officers  of  the  State 
and  County  Societies  as  guests  at  our  winter 
meeting  as  well  as  the  State  A.M.E.F.  Chair- 
man. 

We  have  twenty-six  active  members  and 
one  honorary  member. 

Our  attendance  has  been  somewhat  smaller 
this  year  averaging  twelve  to  fifteen  per  meet- 
ing. We  hope  to  increase  our  membership 
next  year  as  four  new  doctors  have  come  into 
the  County  during  the  past  year  and  we  have 
had  their  wives  as  our  guests  and  hope  that 
they  will  become  members  of  the  Auxiliary. 

The  Membership  Chairman  has  sent  out 
the  questionnaires  relating  to  activities  of 
members,  and  this  information  is  being  com- 
piled, 

A Nominating  Committee  was  appointed  to 
prepare  a slate  for  nomination  of  next  year’s 
officers  to  be  presented  at  the  May  meeting. 

This  completes  the  report  of  the  Woman’s 
Auxilary  to  the  Kent  County  Medical  Society. 

Natalie  R.  Spang,  President 
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THE  TREATMENT  OF  IRON  DEFICIENCY 
ANEMIA  OF  PREGNANCY 


* A preliminary  report  of  the  clinical  evaluation  of  a new 
hematinic — (Enisyl  with  Iron)* — L-lysine  monohydrochloride 
ferrous  fumerate,  and  pyridoxine  showing  that  it  was  well 
tolerated  by  pregnant  women  in  a series  of  150  cases. 


William  J.  Fitzgerald,  M.D. 

William  Flood,  M.D. 
Lenart  Carlson,  M.D. 


The  purpose  of  this  study  is  to  evaluate  a 
new  iron  preparation,  consisting  of  ferrous 
fumarate  together  with  an  amino  acid,  L-ly- 
sine monohydrochloride;  and  vitamin  (pyri- 
doxine hydrochloride),  in  the  treatment  of 
iron  deficiency  anemia  of  pregnancy. 

It  is  now  a well  recognized  fact  that  a large 
number  of  pregnant  women  develop  an  iron 
deficiency  anemia  during  pregnancy.  Oral 
iron  therapy  will  correct  most  of  these  anemias, 
which  may  be  hypochromic  or  referred  to  as 
macrocytic,  megaloblastic,  hyperchromic  or 
pernicious.  In  this  study  we  are  concerned 
with  hypochromic  iron  deficiency  anemias  of 
pregnancy.  It  has  been  shown  that  many 
iron  preparations  are  not  well  tolerated  by 
pregnant  women  in  the  second  and  last  tri- 
mester of  pregnancy.  Gatenby  and  Lillie 


■■^This  material  was  supplied  by  Luke  Pharmaceutical,  Inc.,  New 
Castle,  Delaware. 

Dr.  Fitz^jerald  is  an  Obstetrician,  Department  of  Obstetrics;  Drs. 
Flood  and  Carlson  are  Resident  Staff  Members.  A.  N.  Brady 
Hospital,  Albany  Medical  College.  Albany.  N.  Y. 


(1955)  found  that  48%  of  pregnant  women 
could  not  tolerate  ferrous  sulfate  and  8% 
could  not  tolerate  iron  in  the  form  of  ferrous 
gluconate. 

The  proteins  of  the  blood  plasma  are  known 
to  be  composed  of  albumins,  globulins  (alpha, 
beta,  and  gamma)  and  other  factors  which 
contribute  to  blood  coagulation  and  typing. 
As  a result  of  protein  deficiency,  a markedly 
subnormal  albumin-globulin  ratio  may  exist 
with  or  without  an  associated  hypoprotein- 
emia.  Frequently  the  quantity  of  total  cir- 
culating plasma  proteins  is  greatly  reduced, 
but  the  decline  is  masked  by  a faU  in  blood 
volume  so  that  hypoproteinemia  is  not  ob- 
served. Hypoproteinemia  is  positive  clinical 
evidence  of  acute  hypoproteinosis. 

The  red  blood  cell  requires  polypeptide 
(protein)  raw  materials  as  well  as  iron  for  its 
synthesis.  Hemoglobin  anabolism  is  inter- 
fered with  when  the  protein  intake  is  inade- 
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quate.  Orten  and  Bourque  (1945)  demon- 
strated that  young  rats  fed  blood  globulin, 
which  is  deficient  in  the  amino  acid  isoleucine, 
grew  poorly  and  developed  anemia.  When  the 
isoleucine  deficiency  was  corrected,  growth 
improved  and  anemia  was  overcome.  Keys 
and  his  co-workers  observed  that  the  hemo- 
globin level  is  a better  index  of  undernutri- 
tion than  plasma  protein  level.  Orten  in  his 
rat  experiments  indicated  that  those  proteins 
qualitatively  best  constituted  for  supporting 
general  body  growth  are  also  most  effective 
for  hemoglobin  formation.  Cannon  recom- 
mends high  quality  proteins,  together  with 
other  adequate  dietary  essentials,  as  neces- 
sary to  regeneration  of  plasma  protein  and 
hemoglobin  formation  in  humans. 

Some  Significant  Facts 

It  has  been  estimated  that  between  puberty 
and  the  age  of  forty-five  years,  a woman  bear- 
ing and  nursing  six  children  will  have  synthe- 
sized new  tissue  equivalent  to  twice  her  body 
weight.  It  is  also  significant  that  anemia, 
which  reflects  an  inability  of  the  hemoglobin 
and  red  blood  cell  anabolism  to  keep  up  with 
catabolic  losses,  is  known  to  occur  more  fre- 
quently among  women  than  men,  with  the 
highest  incidence  during  the  child-bearing 
years.  Typically,  if  the  pregnant  woman  does 
not  ingest  adequate  amounts  of  protein,  cer- 
tain anabolic  processes  fail  to  keep  up  with 
her  body  needs.  While  the  birth  weight  of 
the  baby  is  not  usually  greatly  affected,  the 
production  of  plasma  and  red  blood  cell  pro- 
teins fall  below  the  maintenance  needs  of  the 
pregnant  woman,  resulting  in  hypoproteinemia 
and  anemia. 

Arnell,  Goldman  and  Bertucci  (1945)  state 
from  a study  of  400  unselected  pregnant 
women,  “a  significant  relationship  was  found 
to  exist  between  the  protein  content  of  the 
diet  and  the  serum  protein  concentration  and 
the  hemoglobin  content  of  the  blood.”  Ma- 
ternal morbidity  and  fetel  mortality  were 
observed  to  decrease  as  the  protein  content 
of  the  diet  increased. 

Duncan  (1947)  reports  that  eclampsia  and 
other  toxemias  of  pregnancy  are  extremely 
rare  in  a section  of  the  Yukon  where  consump- 


tion of  meat  is  heavy.  Low  level  protein 
diets  as  shown  by  Whitacre,  Loeb  and  Chin 
(1947)  call  attention  to  the  predominance  of 
low  quality  proteins  in  the  diets  of  eclamptic 
women  in  Peiping,  China,  and  Memphis, 
Tenn.,  where  high  rates  of  eclampsia  are  ob- 
served. 

Tompkins  (1953)  has  pointed  out  the  im- 
portance, for  freedom  from  prenatal  compli- 
cations, of  an  adequate  nutritional  status  not 
only  during  pregnancy,  but  prior  to  its  onset. 
Nutritional  deficiencies  in  protein  and  vitamins 
are  of  common  occurrence  among  pregnant 
women.  In  654  unselected  cases  of  pregnant 
women  in  Philadelphia,  as  reported  by  Tomp- 
kins, 220  were  found  to  be  5%  or  more  under- 
weight, and  in  this  group  the  incidence  of 
premature  labor  was  twice  as  high  as  among 
those  of  standard  weight. 

Mueller  and  Cox  (1946)  investigated  milk 
output  in  lactating  rats  as  their  intake  of  pro- 
tein (casein)  was  increased.  They  found  that 
the  milk  production  increased  as  the  protein 
level  was  raised  from  5 to  30%  of  the  diet, 
with  the  greatest  increase  occurring  between 
the  5 and  20%  levels.  Adair  (1925)  demon- 
strated that  human  mothers  produce  more 
milk  on  high  protein  diets  than  on  high  fat 
or  high  carbohydrate  diets.  Hoobler  (1917) 
found  that  high  quality  proteins  are  more 
efficacious  than  low  quality  proteins  for  pro- 
duction of  human  milk. 

Overcoming  The  Amino  Acid  Deficiency 

Longenecker  and  Hause  (1958)  have  shown 
in  direct  studies  in  vivo  that  consumption  of 
a low  quality  (amino  acid  deficient)  protein 
produces  a corresponding  amino  acid  deficiency 
in  the  blood,  and  that  the  addition  of  a free 
amino  acid  to  the  protein  is  a practical  method 
of  overcoming  the  amino  acid  deficiency. 
Since  the  amino  acid  deficiency  in  the  blood 
is  corrected  at  the  time  when  the  other  essen- 
tial amino  acids,  coming  from  digestion  of  the 
protein,  are  present  at  their  maximum  con- 
centration, the  optimum  utilization  of  the 
amino  acids  from  the  protein  would  be  realized. 

It  is  logical,  therefore,  to  expect  a large 
number  of  iron  deficiency  anemias  in  pregnant 
women,  often  associated  with  concomitant 
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lack  of  adequate  high-quality  protein  in  the 
diet  for  efficient  anabolism  of  hemoglobin  and 
red  blood  cells.  Many  females  are  in  negative 
iron  balance  because  of  menstruation.  The 
woman  with  partial  or  complete  depletion  of 
iron  stores  cannot  meet  the  demands  of  preg- 
nancy without  becoming  iron  deficient  and 
anemic.  The  narrow  limits  of  iron  absorption 
from  her  diet  cannot  compensate  for  the  iron 
loss  of  pregnancy  unless  sufficient  reserves  of 
iron  exist  at  the  onset  of  pregnancy. 

If  the  diet  is  marginal  in  high  quality  pro- 
tein, these  difficulties  may  be  compounded. 
Those  women  who  fail  to  consume  adequate 
amounts  of  such  high-quality  protein  foods 
as  eggs,  milk,  cheese,  and  meat,  usually  ingest 
considerable  amounts  of  lysine-deficient  cereal 
foods  such  as  bread,  crackers,  doughnuts,  cake, 
and  breakfast  cereals.  Supplementary  lysine, 
as  provided  by  the  iron  preparation  studied  in 
this  instance,  corrects  the  deficiency  of  these 
foods  and  markedly  improves  the  utilization  of 
this  protein. 

Many  of  the  resistent  iron  deficiency  an- 
emias in  the  past  were  given  whole  blood.  It 
has  been  shown  that  these  iron  deficient  preg- 
nant women  could  be  given  a suitable  iron 
preparation  to  successfully  treat  this  associ- 
ated condition  of  pregnancy. 

Materials  And  Methods 

A total  of  225  pregnant  women  were  selected 
and  entered  in  the  study.  Only  patients  with 
laboratory  determinations  of  iron  deficiency 
anemia  of  pregnancy  where  chosen.  The  diag- 
nosis did  not  require  elaborate  laboratory 
tests,  i.e.,  a clean  glass  slide,  a well  stained 
blood  film  on  the  slide,  and  an  average  trained 
laboratory  technician  examined  the  smears 
with  a microscope.  A base  line  of  10.5  Gms. 
hemoglobin  or  less,  together  with  the  char- 
acteristic microscopic  picture,  were  the  criteria 
for  determining  evidence  of  iron  deficiency 
anemia  in  this  group.  The  hemoglobin  was 
determined  by  a Haden  Hausser  Hemocy- 
tometer. 

Following  the  determination  of  candidates, 
patients  were  assigned  at  random  to  Group 
‘A’  or  ‘B’  therapy  groups.  150  cases  of  iron 


deficiency  anemia  were  treated  with  Enisyl 
with  Iron — each  tablet  containing  L-lysine 
monohydrochloride  200  mg.,  ferrous  fumarate 
100  mg.,  and  vitamin  B'^  (pyridoxine  hydro- 
chloride) 2.0  mg.  one  tablet  to  be  taken  with 
meals  three  times  daily,  and  for  purposes  of 
this  study  were  classified  under  Group  ‘A’. 
There  were  75  control  cases  of  iron  deficiency 
anemias  of  pregnancy  treated  with  coated 
ferrous  sulfate,  two  tablets  to  be  taken  one 
hour  after  meals  for  a total  of  six  tablets 
daily,  or  1 Gm.  total  daily  ferrous  sulfate  in- 
take. These  patients  for  purposes  of  this 
study  were  placed  under  group  ‘B’.  Candi- 
dates in  both  groups  included  patients  from 
the  A.  N.  Brady  Maternity  Hospital  Out  Pa- 
tient Prenatal  Clinic,  and  from  the  research- 
er’s private  practice. 

Each  patient  was  observed  hematologically 
at  each  monthly  visit  (usually  from  the  6th- 
9th  month  of  pregnancy),  at  term,  after 
delivery,  and  5,  30,  and  60  days  post  partum. 
Blood  specimens  were  collected  at  these  inter- 
vals for  the  erythrocyte,  leucocyte,  and  hemo- 
globin determinations. 

The  resident  staff  members  supervised  and 
recorded  all  visits  of  patients  to  the  A.  N. 
Brady  Maternity  Hospital  Prenatal  Clinic 
during  the  course  of  the  pregnancy  for  the 
estimation  of  individual  variances  and  com- 
plaints related  to  the  study.  The  same  super- 
vision and  recording  prevailed  in  the  private 
practice  candidates.  Individual  instructions 
were  given  regarding  the  daily  dosage  of  Eni- 
syl with  Iron  or  Ferrous  Sulfate,  and  the 
principles  of  the  prenatal  diet  (a  ratio  of  car- 
bohydrate 209  Gm.,  protein  110.3  Gm.,  and 
fat  76  Gm.)  were  explained. 

Results 

The  range  of  results  obtained  by  Group 
‘A’  during  the  first  two  months  of  therapy 
exhibits  an  average  rise  of  1 Gm.  Hgb.  per 
month,  at  the  end  of  which  time  the  average 
of  13.5  Gm.  was  attained,  with  only  twenty 
patients  failing  to  have  a hemoglobin  increase 
above  13.5  Gm.,  and  forty  patients  who  suc- 
ceeded above  13.5  Gm.  At  this  two-month 
period  the  hemoglobin  averages  of  Group  ‘A’ 
leveled  at  13.5  Gm.  and  were  maintained 
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FIGURE  I 


throughout  the  pre  and  post  partum  periods 
as  shown  in  Figure  I and  Table  I.  The  low 
figure  was  12.5  Gm.  Hgb.,  and  the  high  figure 
was  14.5  Gm.  Hgb.  in  Group  ‘A’  after  the  two 
month  period  of  therapy. 

Group  ‘B’  patients  showed  an  average  rise 
of  .6  Gm.  Hgb.  per  month  for  the  first  three 
months  of  therapy,  at  the  end  of  which  time 
the  average  of  12.5  Gm.  Hgb.  was  attained, 
with  thirty-five  patients  failing  to  have  an 
increase  above  12.5  Gm.  Hgb.,  and  twenty-five 
patients  who  succeeded  above  12.5  Gm.  as 
shown  in  Figure  I and  Table  I.  The  low 
figure  was  11.5  Gm.  Hgb.,  and  the  high  figure 
was  13.5  Gm.  Hgb  I in  Group  ‘B’  after  a three 
month  period  of  therapy.  From  Figure  I it 
is  evident  that  the  week  of  peak  response  of 
Group  ‘A’  was  rapidly  attained.  At  eight 
weeks  the  average  had  reached  the  13.5  Gm. 
Hgb.  level — a physiologically  meaningful  dif- 
ference in  pregnancy.  Group  ‘B’  levels  cor- 
related in  hemoglobin  rises  by  a rise  in  initial 
hemoglobin  values,  but  the  degree  of  response 
was  appreciably  different.  Group  ‘B’  aver- 


aged a 12.5  Gm.  Hgb.  response  at  twelve 
weeks  and  remained  level  at  that  value  with 
±.2  Gm.  Hgb.  losses  or  gains  from  that  base 
line  throughout  the  remainder  of  the  pre  and 
post  partum  periods.  Group  ‘A’  average  13.5 
Gm.  Hgb.  at  eight  weeks,  13.6  Gm  at  sixteen 
weeks,  and  13.7  Gm  at  twenty  weeks  with  this 
last  figure  maintained  until  delivery.  Post  par- 
tum levels  show  a comparative  difference: 
Group  ‘A’  averaged  13.5  Gm.  Hgb.,  and  Group 
‘B’  average  12.4  Gm.  In  both  groups  the  rate 
of  hemoglobin  formation  decreased  as  the  con- 
centration approached  more  normal  values. 

A detectable  superiority  of  hematology 
time-response  to  therapy,  and  hematologic 
improvement  is  evident  in  those  patients  in 
Group  ‘A’  as  compared  with  the  inferior  per- 
formance of  ‘B’  Group  patients. 

Table  I shows  a comparative  post  partum 
response  of  the  erythrocytes,  and  leucocytes, 
with  the  aforementioned  hemoglobin  values 
in  response  to  therapy  as  instituted  within 
both  groups.  Most  significant  is  the  increased 
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leucocyte  rise  evidenced  by  Group  ‘A’  five 
days  post  partum,  due  to  stimulation  of  hema- 
topoietic anabolism.  Group  ‘B’  blood  levels 
showed  no  evidence  of  such  activation. 

Table  II  shows  the  distribution  of  parity, 
age  ranges  and  complications  of  pregnancies 
in  Groups  ‘A’  and  ‘B’.  The  incidence  of  com- 
plications was  significantly  higher  in  Group  ‘B’ 
patients  with  a total  of  seven  incidental  to 
their  pregnancies.  There  was  one  hemorrhage 
caused  by  a premature  separation  of  a norm- 
ally implanted  placenta.  The  patient  was  de- 
livered by  Caesarian  Section  of  a living  male 
infant  weighing  4%  pounds.  Group  ‘A’  pa- 
tients showed  no  complications.  There  were 
no  fetel  or  maternal  deaths  in  ‘A’  or  ‘B’  Groups 
in  this  study.  All  patients  were  delivered  at 
the  A.  N.  Brady  Maternity  Hospital,  Al- 
bany, N.Y. 

By  clinical  observation  and  patients’  re- 
ports, there  was  an  almost  complete  absence 
of  side  effects  related  to  iron  therapy  in  Group 
‘A’  patients  as  shown  in  Table  III. 

By  clinical  observation  and  patients’  reports, 
the  healing  of  perineal  areas  in  Groups  ‘A’  and 
‘B’  are  given  in  Table  IV.  The  degree  of 
healing  was  defined  as  follows:  ‘Excellent’ — 
well  healed  firm  scar,  no  discomfort;  ‘Good’ — 
Satisfactory  healing  incision  with  moderate 
swelling  and  slight  soreness  along  the  suture 
lines;  ‘Fair’ — marked  swelling,  soreness  and 
pain  in  areas  of  sutures  which  required  medi- 
cation (Nupercaine  locally,  and  Codeine  grs. 
Y2  with  Acetylsalicylic  Acid  grs.  X).  Group 
‘A’  patients  showed  a greater  degree  of  tissue 
repair  with  less  discomfort  than  Group  ‘B’ 
patients. 

Conclusions 

1.  Many  oral  preparations  are  not  well  toler- 
ated by  pregnant  women  in  the  second 
and  last  trimester  of  pregnancy.  It  was 
found  by  one  group  of  investigators,  that 
48%  of  pregnant  women  could  not  toler- 
ate ferrous  sulfate  and  8%  could  not  take 
iron  in  the  form  of  ferrous  gluconate. 

2.  Enisyl  with  Iron,  a new  hematinic,  com- 
bining ferrous  fumarate,  L-lysine  mono- 
hydrochloride, and  pyridoxine  hydrochlo- 


ride, was  well  tolerated  by  pregnant 
women  in  this  series  of  150  cases. 

3.  From  the  present  therapeutic  trial  there 
was  observed  a more  rapid  absorption  of 
iron  in  cases  treated  with  Enisyl  with 
Iron,  (as  much  as  25-40%  increase  in  iron 
assimilation),  demonstrating  that  response 
to  hematinic  therapy  is  not  solely  the  re- 
sult of  administered  iron.  The  L-lysine 
monohydrochloride  present  in  this  new 
hematinic  apparently  helped  to  maintain 
a high  level  of  protein  nutrition  to  facili- 
tate the  absorption  of  the  iron  (ferrous 
fumarate)  by  the  cells  that  line  the  proxi- 
mal portion  of  the  small  intestine. 

4.  There  were  no  toxemias,  infections,  or 
premature  labors  in  Group  ‘A’  patients 
who  received  Enisyl  with  Iron. 

5.  All  the  patients  receiving  Enisyl  with  Iron 
felt  physically  and  mentally  better  dur- 
ing the  second  and  third  trimesters  of 
pregnancy  as  compared  with  Group  ‘B’ 
receiving  ferrous  sulfate. 

6.  The  hemoglobin,  erythrocyte,  and  leuco- 
cyte levels  remained  at  normal  levels 
throughout  pregnancy  in  Group  ‘A’. 

7.  There  was  an  increase  of  20-25%  in  the 
number  of  breast  fed  infants  of  mothers 
in  Group  ‘A’  as  compared  to  only  a 5-10% 
increase  in  mothers  in  Group  ‘B’. 

8.  Group  ‘A’  patients  showed  a rapid  rise 
in  hemoglobin,  erythrocyte  and  leucocyte 
counts  within  8 weeks  after  receiving  Eni- 
syl with  Iron.  The  patients  in  Group 
‘B’  required  12  weeks  after  receiving  fer- 
rous sulfate  to  reach  the  level  of  the  hemo- 
globin and  erythrocyte  counts  in  Group 
‘A’  cases. 

9.  Enisyl  with  Iron  is  a satisfactory,  efficient 
hematinic  with  practically  no  gastro-in- 
testinal  side  effects,  and  gives  a rapid  re- 
sponse to  relieve  the  hypochromic  iron 
deficiency  anemia  of  pregnancy. 

10.  The  perineums  of  patients  in  Group  ‘A’ 
healed  more  rapidly,  with  less  swelling, 
pain  and  tenderness  along  suture  Unes 
than  those  of  Group  ‘B’  patients. 
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QUANTITATIVE  MEASUREMENT 

OF  THE  ANTI-SPASTIC  EFFECTS  OF  HYDROXYZINEt 

IN  BRAIN  AND  SPINAL  CORD  DAMAGED  PATIENTS 


• Hydroxyzine  was  evaluated  quantitatively  to  determine 
its  anti-spastic  effect  on  the  brain  and  spinal  cord  injury 
patient.  The  importance  of  objective  testing  was  illustrated. 
The  anti-spastic  response  varied  from  patient  to  patient 
regardless  of  etiology  of  the  spasticity. 


Spasticity,  decubitus  ulcers  and  urinary 
tract  complications  are  the  “big  three’  prob- 
lems that  make  rehabilitation  of  the  patient 
with  brain  and  spinal  cord  damage  difficult. 
Frequently,  spasticity  is  more  resistant  to 
treatment  than  are  the  other  complications. 

Numerous  anti-spastic  drugs  are  now  avail- 
able. However,  the  desired  results  are  often 
disappointing.  In  this  study  hydroxyzine  was 
evaluated  in  an  effort  to  learn  its  effectiveness 
in  reducing  neurogenic  spasticity. 

Materials  And  Methods 

The  method  used  in  this  study  to  measure 
spasticity  quantitatively  was  first  described 
in  October,  1958.  The  technique  is  reviewed 
below. 

The  gastrocnemius  muscle  was  chosen  for 
study  because  of  its  accessibility,  relatively 
simple  action  of  plantar  flexing  the  foot  and 
the  frequency  of  involvement  in  the  spastic 
patient. 

The  patient  was  placed  in  the  prone  position 
and  his  foot  securely  fastened  in  a beach  shoe 
as  shown  in  Figure  I.  A mechanical  stimulus 
of  known  magnitude  (0.239  ft.  lb.)  was  applied 
to  the  Achille’s  Tendon  at  a point  level  with 
the  malleoli.  The  plantar  flexion  response  to 
the  stimulus  transmitted  the  muscle  force  to 
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the  strain  gage  shown  in  Figure  II. 

The  electrical  potential  from  the  strain 
gage  was  first  fed  to  a pre-amplifer  and 
next  through  a high-gain,  low-noise  amplifier. 
Voltages  for  the  amplifier  were  supplied  by  a 
well  regulated  power  supply.  The  data  was 
recorded  graphically  by  the  use  of  a Brush 
oscillograph.  The  apparatus  was  so  cali- 
brated that  a 1 millimeter  deflection  of  the 
recording  pen  equalled  0.237  pounds  of  force 
at  an  amplifier  gain  of  1 millivolt. 

First,  a series  of  10  normal  subjects  was 
tested  to  determine  the  average  normal  muscle 
force.  This  group  included  subjects  of  both 
sexes  and  their  ages  ranged  from  14  to  66 
years.  Muscle  force  in  normal  subjects  was 
found  to  vary  directly  with  calf  circumfer- 

FIGURE  1 


Force  recorder  and  strain  link  mounting  shown 
with  subject  in  position  for  testing. 
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FIGURE  2 


ence.  The  average  muscle  force  was  found 
to  be  2.18  pounds.  No  such  relationship  be- 
tween muscle  force  and  calf  circumference 
was  found  to  exist  in  the  spastic  patient. 
For  comparison,  a normal  subject  with  a calf 
circumference  of  13.5  inches,  when  tested, 
was  found  to  develop  2.2  pounds  of  force.  A 
spastic  paraplegic  patient  with  identical  calf 
circumference  was  recorded  at  4.2  pounds  of 
force.  Figures  3A  and  3B  show  the  record 
obtained  from  a normal  subject  and  a spastic 
paraplegic  patient.  Clonus  followed  each 
stimulus  m the  spastic  patient  as  can  be  seen 
in  Figure  3B. 

Thirteen  patients  were  studied  in  this  series. 
Their  disabilities  included  spinal  cord  injury, 
hemiplegia,  multiple  sclerosis,  cerebral  cortical 
trauma,  and  familial  spastic  paraplegia.  All 
patients  had  degrees  of  spasticity  sufficiently 
severe  to  either  prevent  or  seriously  interfere 
with  ambulation. 

First  the  patients  were  tested  to  determine 
the  degree  of  spasticity  present.  After  base- 


line studies  were  completed  the  anti-spastic 
drug  was  administered.  Force  measurements 
were  done  daily  during  the  test  period.  When 
maximum  response  to  the  drug  was  reached, 
the  patient  was  switched  to  placebos  without 
his  knowledge.  After  a 10  day  period  of 
placebos  administration  the  hydroxyzine  was 
substituted,  again  without  the  patient  knowing 
of  the  change. 

Result; 

Hydroxyzine  was  found  to  reduce  spasticity 
to  varying  degrees  in  all  patients.  Response 
varied  from  patient  to  patient  regardless  of 
etiology  of  the  spasticity. 

Duration  of  treatment  with  hydroxyzine 
varied  from  20  to  37  days.  Following  maxi- 
mum response,  eight  patients  were  given 
placebos  as  described  above.  Results  depict- 
ing muscle  force  before  and  after  hydroxyzine 
therapy  and  after  administration  of  placebos 
are  shown  graphically  in  Figure  IV. 

In  terms  of  the  difference  in  muscle  force 
before  and  after  hydroxyzine,  the  average 
total  reduction  was  1.5  pounds.  The  maximum 
response  obtained  was  2.9  pounds  and  the 
minimal  response  0.3  pounds.  Correlation 
was  observed  between  the  reduction  in  muscle 
force  and  the  clinical  status  of  the  patient. 
This  change  was  seen  chiefly  in  an  improve- 
ment in  gait  in  the  ambulatory  patient  and 
also  in  improved  muscle  control  and  coordina- 
tion in  both  ambulatory  and  wheel  chair  con- 
fined patients. 

Analysis  of  results  of  the  study  showed  the 
most  effective  dosage  schedule  to  be  100  mgm. 


Figure  3A  and  3B.  Clonus  and  increased  muscle 
force  are  illustrated  in  B.  (Average  normal  force 
= 2.2  lbs.) 
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Figure  4.  Total  patients  in  the  Atarax  series- 13.  Eight  were  given  placebos  after  maximum 
response  to  the  drug. 


of  hydroxyzine  three  times  daily.  The  best 
results  were  obtained  in  the  hemiplegic,  para- 
plegic and  quadriplegic  patients.  In  general, 
the  multiple  sclerosis  patient  responded  to  the 
drug,  but  not  as  well  as  the  disabilities  men- 
tioned above. 

In  this  series  of  patients  few  side  effects 
attributable  to  the  drug  were  seen.  Those 
observed  were  vertigo  in  2 patients  and  drowsi- 
ness in  5 patients.  In  only  2 patients  was  it 
necessary  to  reduce  the  dose  of  the  dmg. 
Continuation  of  the  medication  resulted  in 
disappearance  of  side  effects  in  the  remaining 
patients. 

Commentary 

The  importance  of  objective  testing  was 
illustrated  repeatedly  in  this  study.  Nearly 
all  patients  reported  symptomatic  improve- 
ment the  first  3 to  5 days  the  “new”  drug  was 
administered.  Daily  measurements  during 
this  period  disclosed  little  to  no  change  in 
spasticity.  In  4 patients  there  was  a slight 
increase  in  spasticity  the  first  3 days.  Each 


of  these  patients  assured  the  investigator  that 
they  were  less  spastic  during  this  time. 

In  the  evaluation  of  any  drug  the  psycho- 
logical effect  on  both  patient  and  physician 
cannot  be  disregarded.  Whenever  possible 
the  use  of  reliable  quantitating  techniques  is 
desirable  in  testing  specific  therapeutic  agents. 

Summary  And  Conclusions 

Hydroxyzine  was  evaluated  by  an  objective, 
quantitative  technique  for  effectiveness  in 
reducing  neurogenic  spasticity  in  patients 
with  various  types  of  brain  and  spinal  cord 
damage.  One  hundred  milligrams  three  times 
daily  (8-2-8)  proved  most  effective  in  reduc- 
ing spasticity.  Response  varied  from  patient 
to  patients  regardless  of  etiology  of  the  spas- 
ticity. 

Drugs  used  to  decrease  spasticity  are  dis- 
appointing. In  view  of  the  modest  success 
gained  with  hydroxyzine  it  would  appear  that 
this  compound  warrants  further  investigation 
as  an  anti-spastic  agent. 
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The  type  of  bomb  devised  for  modern  war- 
fare will  produce  thousands  of  casualties  at 
one  time  but  the  individual  physician  can 
treat  only  one  casualty  at  a time.  Therefore, 
it  is  useful  to  define  some  of  the  preparations 
the  doctor  can  make  for  meeting  medical 
emergencies. 

The  average  physician  is  always  prepared, 
with  the  aid  of  the  contents  of  the  bag  he 
carries,  to  handle  ordinary  emergencies.  The 
contents  of  the  physician’s  bag  is  subject  to 
individual  variation  based  on  the  doctor’s  past 
experience.  Those  who  have  treated  the 
casualties  of  a fire  are  apt  to  be  especially 
prepared  for  emergency  burn  treatment.  Those 
who  have  been  involved  in  a ship  collision  are 
apt  to  include  the  armamentaria  for  combat- 
ting shock,  exposure,  and  fractures.  Thus, 
the  average  physician  approaches  the  average 
emergency  with  some  degree  of  confidence  and 
he  may,  in  fact,  do  creditably  well  in  a small 
disaster.  But  we  must  think  today  in  terms 
of  a larger  population,  more  highway,  airplane, 
and  river  traffic,  and  greater  industrial  ac- 
tivity. Even  without  the  threat  of  war  there 
is  bound  to  be  an  increase  in  the  number  of 
serious  accidents  involving,  at  times,  mass 
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casualties.  This  alone  is  a reason  why  every 
physician  should  make  additional  preparation 
for  emergencies  and  disaster.  Lest  this  state- 
ment sound  too  naive,  I quote  from  a 1960 
report  of  the  American  Medical  Association 
Council  on  National  Security:  “A  plan  for 
meeting  peace-time  disaster  is  inadequate  for 
coping  with  atomic  attack  disaster  but  it  will 
provide  a basis  on  which  to  build  such  a plan.” 

One  of  the  simplest  expansions  of  the  doc- 
tor’s bag  is  practiced  in  the  District  of  Colum- 
bia where  some  physicians  carry  in  their  auto- 
mobiles a foot  locker  containing  enough  ele- 
mentary medical  equipment  to  treat  twenty 
injured  people,  and  they  are  also  advised  to 
equip  their  cars  with  survival  kits,  with  water 
and  dehydrated  food  should  they  be  isolated 
for  a period  of  time.  These  physicians  have 
gone  a step  further  and  organized  themselves 
in  teams  of  eight  or  ten,  and  have  volunteered 
to  provide  emergency  medical  service  to  cope 
with  natural  disaster,  internal  disturbances, 
or  enemy  attack. 

Baltimore  has  a variation  of  the  small  group 
plan,  consisting  of  many  emergency  teams 
made  up  of  one  physician  and  three  trained 
volunteers  on  twenty-four  hour  call  for  local 
and  national  emergency.  Each  team  furnishes 
its  own  transportation.  This  type  of  organi- 
zation is  especially  valuable  in  emergency  be- 
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cause  the  teams  are  available,  adaptable,  and 
highly  mobile. 

The  doctors  of  Wilmington  have  their  places 
in  each  of  six  teams,  according  to  the  opera- 
tional survival  plan  of  Colonel  Cooper.  The 
unique  characteristic  of  his  plan  is  that  the 
physician  follows  one  of  two  assignments — one 
near  his  home  and  the  other  near  his  office — 
depending  upon  where  he  happens  to  be  at 
the  time  of  disaster,  where  the  disaster  is 
located,  and  whether  or  not  there  is  an  open 
route  to  the  site. 

One  factor  which  must  be  considered  in 
emergency  preparedness  is  emotion.  This 
may  be  illustrated  by  two  examples.  If  a 
risk  can  be  calculated  and  stated  in  figures 
as,  for  example,  the  probability  that  there 
will  be  a certain  number  of  automobile  casual- 
ties over  a holiday  weekend,  the  prudent  in- 
dividual will  do  two  things;  (1)  he  will  avoid 
getting  into  a situation  where  he  is  one  of 
the  casualties  and  (2)  he  will  give  thought 
to  minimizing  the  injury  if  he  happens  to  be 
a casualty — such  as  learning  first-aid,  carrying 
a kit,  and  installing  safety  belts  m his  car. 
He  goes  about  his  way  of  life  without  fear 
because  he  knows  what  the  risks  are  and 
what  can  be  done  about  them. 

An  example  at  the  other  extreme  is  the 
spector  of  the  megaton  bomb  with  resultant 
destruction  within  a wide  perimeter  too  great 


for  comprehension  by  most  of  us.  The  in- 
dividual who  contemplates  this  situation  may 
resign  himself  to  an  anticipated  annihilation. 
He  will  react  to  emergency  with  fear  and 
panic.  If,  on  the  other  hand,  he  adopts  a 
more  realistic  philosophy  that  perhaps  he  will 
escape  destruction  and  goes  about  making 
such  preparations  for  survival  as  are  possible, 
he  will  have  accomplished  much  to  combat 
fear  and  panic  by  having  something  to  do  and 
a program  to  follow. 

The  Department  of  Health,  Education,  and 
Welfare  states  it  better  in  announcing  a medi- 
cal self-help  training  program;  “In  the  wake 
of  disaster,  people  who  know  what  to  do  act 
rationally  and  effectively.  Others,  through 
fear,  ‘react’  blindly.  Fear  decreases  as 
knowledge  increases.”  The  physician  can  do 
much  to  bolster  morale  in  his  community  by 
encouraging  preparation  for  protection  and 
by  urging  everyone  to  take  the  16-hour  train- 
ing course  in  medical  self-help,  soon  to  be 
offered  throughout  the  country. 

To  be  most  useful  to  others  in  emergency, 
the  physician  will  not  only  have  provided 
himself  with  additional  facilities  for  first  aid 
but  will  have  given  thought  to  the  extent  to 
which  other  people  in  the  community  can 
give  professional  help.  What  other  physicians, 
dentists,  nurses,  osteopaths,  veterinarians, 
chiropodists,  and  physiotherapists  live  near- 
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by?  Who  of  his  neighbors  are  qualified  in 
first  aid  and  who  are  certified  in  home  nurs- 
ing? The  medical  and  nursing  societies  and 
the  Red  Cross  have  the  answers  to  most  of 
these  questions. 

The  physician  must  also  know  where  he 
can  get  medical  supplies  in  unusual  amounts 
and  quickly;  and  he  should  have  some  idea 
of  the  beds  available  for  emergency  use  in  his 
community.  The  Office  of  Civil  Defense  has 
some  of  the  answers. 

Several  medical  emergency  plans  are  already 
operating  in  Delaware.  Some  of  the  large 
business  offices  and  industries  have  their  own 
self-sufficient  plans  which  should  work  very 
well  because  of  the  ease  with  which  discipline 
can  be  imposed  in  a captive  population.  The 
plans  in  effect  in  the  Wilmington  Hospitals 
are  successful  for  the  same  reason  and  have 
been  put  to  test  at  the  Delaware  Hospital  by 
means  of  mock  disasters.  In  one  of  these 
tests  it  was  demonstrated  that  the  resident 
staff  functioned  smoothly  and  efficiently  — 
probably  because  they  were  used  to  working 
together  as  a hospital  unit.  The  question 
arises  as  to  whether  it  would  not  be  better  to 
utilize  the  resident  staff  in  a hospital  emer- 
gency plan  than  to  try  to  assemble  a scattered 
visiting  staff,  despite  the  fact  that  the  tenure 
of  the  residents  is  temporary. 

The  Delaware  Chapter  of  the  American 
Red  Cross  has  for  many  years  had  a plan  for 
coordinating  its  traditional  first  aid,  nursing, 
home  nursing,  and  family  services  into  an  ex- 
panded emergency  disaster  service.  Public 
Law  No.  875  gives  the  Red  Cross  responsi- 
bility for  relief  of  suffering.  It  may  supply 
personnel,  including  doctors,  equipment,  and 
facilities  to  expand  hospital  and  general  wel- 
fare capabilities. 

Integrated  with  the  Red  Cross  plan  in  Dela- 
ware is  that  of  the  Office  of  Civil  and  Defense 
Mobilization  which,  by  virtue  of  the  military 
aspects  of  the  organization,  always  goes  into 
effect  in  case  of  disaster  due  to  enemy  action. 
Its  scope  is  broader  than  that  of  the  Red 
Cross.  In  essence,  the  Red  Cross  takes  care 
of  the  creature  comforts  and  needs  of  those 
involved  in  disaster  and  the  OCDM  gives 


relief  to  the  impersonal  needs,  especially  as 
they  relate  to  the  community.  Categorically 
stated,  the  Red  Cross  is  in  charge  of  relief 
necessitated  by  natural  disaster  while  the 
OCDM  assists  if  necessary.  The  OCDM  is 
in  charge  of  relief  necessitated  by  enemy  ac- 
tion while  the  Red  Cross  assists  if  necessary. 

In  Delaware  the  OCDM  and  the  Red  Cross 
are  mutually  helpful  and  congenial,  and  their 
plans  are  well  integrated.  Both  of  these  or- 
ganizations are  worthy  of  more  attention  from 
the  medical  profession.  They  employ  people 
skilled  in  doing  that  which  the  average  doctor 
has  not  the  time,  interest,  nor  ability  to  do. 
They  have  prepared  plans  and  a large  stock 
pile  of  material  for  medical  use  in  disaster. 

Physician’s 
Card 

It  is  hoped  that  each  physician  is  carrying 
the  small  pocket  card  listing  the  medical  sup- 
plies contained  in  each  of  the  many  first  aid 
kits  which  the  OCDM  has  stored  throughout 
the  state.  But  let  us  suppose  that  the  doctor 
does  have  a card  and  needs  to  use  the  kit  for 
a disaster  in  Wilmington  this  afternoon.  Does 
of  wherever  he  happens  to  be?  If  so,  how 
he  know  if  there  is  a kit  stored  in  the  vicinity 
does  he  get  at  it?  Does  he  apply  to  Col. 
Cooper  in  charge  of  Wilmington  Civil  Defense, 
to  Col.  Zimmer  in  charge  of  New  Castle 
County  Civil  Defense,  to  Capt.  Downes  in 
charge  of  State  Civil  Defense  or  to  whom? 
How  does  Civil  Defense  determine  the  legi- 
timacy of  the  call?  How  identify  the  physi- 
cian? 

The  organizations  concerned  with  medical 
preparedness  should  establish  a procedure 
whereby  some  physician,  arriving  at  the  scene 
of  disaster,  will  be  in  charge  with  authority 
and  responsibility  to  make  a medical  survey, 
order  supportive  personnel  and  supplies,  com- 
municate with  hospitals  with  regard  to  further 
medical  treatment,  and  designate  the  disposi- 
tion of  casualties.  The  physician  functioning 
in  this  capacity  should  be  given  the  right  of 
way  to  the  disaster  scene,  perhaps  by  means 
of  a car  pennant,  and  he  should  be  further 
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identifiable  at  the  site  by  some  such  device 
as  distinguishing  arm  band  and  helmet. 


A number  of  Delaware  physicians  have 
been  fortunate  enough  to  set  up  and  use  in 
a test  exercise,  a representative  section  of 
one  of  the  three  Civil  Defense  20-bed  emer- 
gency hospitals  in  the  state.  To  see  this  unit 
uncrated  and  set  up  ready  to  receive  casualties, 
perform  laboratory  and  x-ray  work,  and  give 
surgical  treatment,  all  within  an  hour,  is  a 
revelation.  It  is  hoped  that  more  physicians 
may  become  familiar  with  the  emergency 
hospital. 

Returning  to  consideration  of  personnel 
preparations  which  the  physician  may  make 
to  meet  emergencies,  there  are  several  with 
common  aspects  in  natural  and  wartime  dis- 
aster. One  such  is  burns.  The  present  day 
treatment  is  very  different  from  that  which 
many  of  us  learned  in  medical  school  and  war- 
rants some  study  and,  perhaps,  a revision  of 
the  contents  of  the  doctor’s  bag. 

A second  is  chemical  injury.  The  increasing 
use  of  new  chemicals  as  fungicides,  weed 
killers,  and  insecticides  is  accompanied  by  the 
possibility  of  injuries  to  man  and  animals 
through  skin  absorption  and  inhalation.  The 
treatment  of  such  casualties,  should  they  oc- 
cur, is  essentially  the  same  as  that  of  certain 
so-called  war  gas  casualties.  The  procedures 
for  decontamination  by  removing  the  clothing 
and  washing  in  proper  solvents  as  instructed 
on  the  labels  of  many  agricultural  chemicals 
are  cases  in  point.  So  is  the  use  of  atropine 
as  an  antidote  for  poisoning  by  organic  phos- 
phates— the  basis  of  miticides  and  nerve  gases. 
In  connection  with  chemical  poisoning,  it  is 
well  for  the  physician  to  have  some  plan  for 
the  emergency  treatment  of  pulmonary  edema. 

A third  type  of  civil-life  injury  which  may 
be  of  importance  in  war  time  is  biological. 


There  is  not  much  written  on  specific  types 
of  biological  warfare,  but  it  seems  likely  that 
the  agents  considered  for  possible  use  will  be 
those  which  we  now  have  under  control  by 
sanitary  measures — anthrax,  tularemia,  glan- 
ders, and  B.  abortus,  for  examples — and  the 
viruses  over  which  we  have  little  or  no  control. 
We  can  at  least  refresh  our  basic  knowledge 
of  epidemiology  and  microbiology  by  dusting 
off'  the  bacteriology  texts. 

A fourth  type  of  injury  is  radiological.  Re- 
gardless of  the  source — whether  x-rays,  ra- 
dium, radioactive  isotopes,  or  radioactive  fall- 
out— the  effects  of  all  types  of  ionizing  radia- 
tion on  living  tissue  are  essentially  the  same. 
The  effects  are  proportional  to  the  quantity 
and  speed  of  absorption.  Thus,  we  can  be- 
come familiar  with  radiation  injury  by  ob- 
serving patients  undergoing  intensive  x-ray 
treatment.  Our  radiologist  colleagues  can 
show  us  cases  of  nausea  and  vomiting  combined 
with  erythema  and  lymphopenia  which  repre- 
sent the  calculated  risk  of  radiation  injury 
balanced  against  the  inroads  of  cancer.  The 
white  blood  count  and  the  differential  count 
are  the  most  useful  tests  for  detecting  radia- 
tion injury  and  the  physician  should  practice 
masterly  scientific  self-restraint  in  treatment, 
since  there  is  no  specific  therapy. 

A fifth  type  of  injury  is  physical  trauma. 
For  the  physician  whose  practice  does  not 
include  many  accident  cases,  there  is  need 
for  something  between  the  Red  Cross  first  aid 
book  and  a textbook  on  traumatic  surgery. 
The  NATO  handbook.  Emergency  War  Sur- 
gery appears  to  be  a useful  guide  which  also 
includes  chapters  on  injuries  due  to  heat, 
chemicals,  radiation,  and  blast. 

The  role  of  the  Delaware  physician  in  emer- 
gency is  first  an  instinctive  one  to  protect 
himself  and  family.  By  training  and  tradi- 
tion he  will  extend  his  professional  skill  to 
his  neighbors.  The  necessity  imposed  by  dis- 
aster win  lead  him  to  integrate  his  facilities 
with  those  in  other  fields.  Cooperation  ac- 
cording to  the  plan  laid  down  by  the  Office 
of  Civil  and  Defense  Mobilization  is  our  best 
hope  of  survival  from  enemy  attack.  The  test 
may  not  be  far  distant. 
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* The  author  discusses  Delaware’s  medical  dis- 
ciplinary act  from  the  standpoint  of  its  safeguards 
and  effectiveness,  with  particular  emphasis  on  its 
relationship  to  the  judicial  process. 


The  Honorable  Charles  L.  Terry,  Jr. 


Gentlemen,  my  profession  is  law,  not  medi- 
cine. Yet  I address  you  on  one  of  the  most 
delicate  subjects  with  which  a doctor  can  be 
confronted,  the  imposition  of  discipline  upon 
his  errant  brethren. 

It  would  be  a clear  impertinence  were  I to 
presume  to  define  those  limits  beyond  which 
a doctor  could  not  go  without  incurring  dis- 
ciplinary sanctions,  or  were  I to  propose  just 
what  those  sanctions  should  be  in  each  in- 
stance of  an  infraction.  Such  a task,  if  it 
can  be  done  at  all,  could  best  be  done  by  you, 
and  you  have  always  had  a just  call  to  the 
responsibility  it  imposes.  I myself  have  no 
desire  for  such  an  onerous  burden,  and  I hope 
I never  see  the  day  when  laymen,  perhaps 
even  less  qualified  than  I,  shall  seek  to  pro- 
mulgate such  a code  for  your  profession.  But, 
I wish  to  caution  you,  no  matter  how  secure 
you  now  may  feel,  such  a possibility  is  never 
too  far  removed. 

The  ill-informed  and  misguided  are  always 
in  our  midst  and  the  lunatic  fringe  seemingly 
has  a never  ending  supply  of  novel  and  dan- 
gerous schemes  by  which  they  seek  to  cure  all 
of  the  real  and  imaginary  ills  of  society.  The 
advocation  of  socialized  medicine  might  well 
be  viewed  by  you  in  just  such  a light. 


t Presented  at  the  annual  meeting  of  the  Federation  of  State  Boards, 
Chicago.  February  6,  1962. 

Judge  Terry  is  President  Judge,  Superior  Court,  State  of  Delaware 
and  President  of  the  Medical  Council  of  Delaware. 


When  the  hue  and  cry  goes  out  for  such 
an  extreme  program  you  can  rest  assured  that 
you,  as  the  potential  victims,  have  failed  some- 
where along  the  line.  To  be  dangerous,  such 
a proposal  needs  considerable  popular  support, 
and  if  such  support  can  be  marshaled,  then 
there  must  be  something  not  altogether  right 
in  the  status  quo. 

My  profession  has  often  felt  the  bite  of  this 
type  of  discontent,  and  when  the  legislative 
axe  had  fallen  we  were  forced  to  admit  that 
we  had  become  too  complacent,  too  jealous 
of  our  presumed  prerogatives,  and  even  too 
contemptuous  of  outside  criticism.  The  area 
of  procedural  reform  is  the  area  where  we  be- 
came most  vulnerable.  Cumbersome  and  stilted 
court  procedures  surviving  from  hoary  an- 
tiquity were  blindly  preserved  to  the  disgrace 
of  my  profession  and  the  frustration  of  justice. 
When  the  profession  failed  to  move,  the 
legislatures  did,  and  the  result  was  often  an 
unwholesome  hodgepodge.  In  Delaware,  the 
legal  profession  recognized  the  danger  before 
it  was  too  late,  and  effected  its  own  reform. 
The  result  was  most  salutary.  A little  more 
delay  and  it  might  have  been  tragic.  This 
analogy  may  not  be  perfect  but  it  should 
illustrate  the  point. 

Criticism  Should  Not  Be  Ignored 

I do  not  know  why  doctors  come  in  for 
so  much  criticism,  but  one  often  hears  petty 
digs  and  sly  innuendoes  leveled  at  various 
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members  of  the  profession  and  at  the  pro- 
fession in  general.  Ill  founded?  Perhaps.  But 
does  it  matter?  It  should  not  be  ignored, 
rather  it  should  be  feared,  and  it  should 
prompt  introspection,  analysis  and  action, 
otherwise  the  public  concept  is  distorted.  The 
criticism  continues  and  grows.  The  stature 
of  the  profession  is  being  eroded — piecemeal. 

Perhaps  I draw  my  images  too  large.  I do 
not  wish  to  appear  an  alarmist.  I merely  wish 
to  point  up  a real,  though  latent,  threat  and 
urge  a few  suggestions  to  counter  a trend  and 
reduce  the  source  of  discontent. 

If  my  thesis  has  any  validity,  if  there  is  an 
undercurrent  of  criticism  and  discontent,  and 
if  it  can  be  traced  to  various  acts  of  individual 
practitioners,  then  the  most  obvious  corrective 
device  is  the  disciplinary  process.  This  is  an 
area  in  which  I have  a particular  interest. 

The  Medical  Council  Of  Delaware 

First  of  all,  as  a judge,  I believe  I know 
something  of  the  problems  that  confront  men 
when  they  sit  in  judgment  of  their  fellow 
men;  when  they  try  to  dispense  that  illusive 
essence  called  justice.  To  that  end  I have 
spent  the  better  part  of  my  adult  life.  But 
I also  know  something  about  the  peculiarities 
of  enforcing  the  strictures  of  medical  discipline. 
This  last  bit  of  insight  I have  gathered  from 
sitting  on  the  Medical  Council  of  Delaware. 
By  law,  my  position  as  President  Judge  of  the 
Superior  Court  requires  me  to  serve  in  the 
company  of  two  physicians  as  a member  of 
that  three-man  board.  Among  other  things, 
we  are  charged  with  the  enforcement  of  medi- 
cal discipline,  and  more  than  any  other  body 
in  our  State  we  are  faced  with  these  problems 
in  their  varying  complexities. 

On  the  basis  of  this  connection  with  the 
problem,  I have  had  occasion  to  reflect  upon 
those  areas  in  the  enforcement  of  professional 
and  ethical  standards  as  would  seem  to  me 
worthy  of  conunent  or  most  in  need  of  im- 
provement. 

It  should  always  be  foremost  in  our 
thoughts,  that  when  we  enforce  discipline  upon 
an  errant  physician  we  sit  in  a judicial  capacity 
and  we  punish  the  doctor  in  much  the  same 


fashion  as  criminal  courts  punish  a malefac- 
tor. To  suspend  a license  for  a specified  time 
or  to  revoke  it  altogether  is  close  to  being  the 
most  harsh  punishment  you  could  wish  to  in- 
flict on  a doctor.  Even  the  lesser  disciplines 
such  as  probation  or  reprimand  might  seriously 
affect  a man’s  reputation  and  practice.  Be- 
cause the  charges  and  consequences  are  often 
so  severe,  we  must  exert  every  effort  to  be 
scrupulously  fair  in  our  procedure. 

As  a Judge  I see  this  procedure  question 
as  one  of  the  paramount  considerations  in 
disciplinary  cases.  The  whole  section  is  quasi- 
criminal in  its  scope  and  effect.  A man  stands 
charged  with  unprofessional,  unethical  or  dis- 
honorable conduct.  He  may  lose  his  entire 
livelihood  if  he  is  convicted.  Therefore,  he 
must  be  guaranteed  every  possible  device  to 
defend  himself  in  these  most  crucial  proced- 
ings.  The  procedural  rules  being  the  rules 
by  wish  he  is  tried,  if  they  be  anything  less 
than  fair  his  trial  can  only  be  a mockery  and 
justice  will  be  subverted. 

We  in  Delaware  have  a very  up-to-date 
Medical  Practices  Act,  and  we  have  incorpor- 
ated in  that  Act  various  rules  of  procedure 
which  are  well  calculated  to  provide  all  the 
desired  safeguards.  I do  not  wish  to  belabor 
you  with  a multitude  of  extraneous  details.  I 
will  merely  synthesize  the  highlights,  and  if 
you  should  wish  more  information,  I will  have 
to  refer  you  to  the  Act  itself,  particularly  Title 
24  of  the  Delaware  Code,  Section  1741. 

Delaware’s  Medical  Practices  Act 

The  main  thing  to  be  considered  in  such 
procedural  schemes  is  that  they  must  have 
full  and  ample  provisions  for  the  receipt  of 
all  the  evidence,  fair  and  impartial  evaluation 
thereof,  adequate  review,  and  the  right  of 
appeal.  I believe  we  have  so  provided  in  Del- 
aware. 

We  have  provided  for  a three-man  censor 
committee  in  each  county,  composed  of  physi- 
cians recommended  by  the  County  Medical 
Society,  and  appointed  by  the  State  Medical 
Council.  Anyone  may  present  charges  to  the 
committee,  or  the  committee  may  act  on  its 
own  motion.  Once  the  possibility  of  miscon- 
duct is  presented  to  the  committee  the  pro- 
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cedures  for  notice,  hearing  and  determina- 
tion are  activated.  The  alleged  offender  is 
notified  of  the  charges  and  the  date  and  place 
of  hearing.  He  has  the  right  to  be  represented 
by  counsel  and  the  charges  are  presented  to 
the  committee  by  the  Attorney  General  who 
represents  the  prosecution  throughout  all  the 
proceedings  up  to  final  conclusion. 

Both  sides  have  full  privileges  to  subpoena 
witnesses  and  documents  and  to  take  deposi- 
tions. Thus  we  are  assured  of  a complete 
production  of  evidence  and  a craftsmanlike 
presentation.  A stenographic  transcript  is 
prepared.  After  all  the  evidence  is  in,  the 
committee  of  physicians  makes  its  evaluation 
and  in  a draft  report  sets  forth  findings  of 
fact  and  conclusions.  The  respondent  is  given 
a copy  of  the  report  and  he  has  an  adequate 
time  in  which  to  file  all  of  his  objections.  The 
committee  considers  his  objections  and  then 
files  a final  report  with  the  Medical  Council 
with  a recommendation  as  to  whether  or  not 
discipline  is  justified.  The  doctor  also  gets 
a copy  of  this  report.  And  once  again  he  is 
entitled  to  file  exceptions,  this  time  to  the 
Medical  Council.  The  Council  then  receives 
briefs  and  hears  arguments.  Only  after  all  of 
these  opportunites  have  been  offered  does  the 
Council  sit  to  determine  what  action  should 
be  taken.  It  may  revoke  or  suspend  a license, 
place  the  offender  on  probation,  censor  him  in 
some  other  fashion  or  acquit  him  as  it  sees  fit. 
Two  doctors  and  a judge  make  this  decision. 
If  the  offender  is  still  not  satisfied  he  may 
appeal  the  matter  to  the  Superior  Court  where 
he  can  have  a full  review  of  all  the  foregoing 
proceedings  on  the  record  as  prepared.  Once 
more  there  are  briefs  and  arguments.  The 
Superior  Court  has  the  power  to  remand  the 
case  for  further  hearings  before  the  Medical 
Council  or  it  may  reverse,  affirm  or  modity 
the  decision  below. 

Fair  Procedure 

Now,  gentlemen,  this  is  the  type  of  pro- 
cedure I believe  to  be  fair.  I do  not  say  a 
better  one  may  not  be  devised  but  I do  say 
that  if  all  were  as  well  conceived  we  could 
justly  expect  very  few  injustices.  All  of  the 
major  safeguards  are  included.  Full  notice. 


right  to  counsel,  right  to  production  of  all 
evidence,  right  to  .subpoena,  right  to  examina- 
tion of  all  witnesses,  right  to  be  judged  by 
competent  judges  from  among  one’s  “peers,” 
right  to  appeal,  right  to  review.  No  more 
could  be  asked. 

I might  observe  however,  that  our  law  does 
not  provide  for  closed  hearings.  This  might 
be  a weakness,  for  if  a man  is  acquitted  he  may 
still  suffer  from  the  publicity  of  trial.  Perhaps 
aU  of  the  proceedings  should  be  confidential 
until  such  time  as  a final  judgment  was  en- 
tered and  all  available  redress  exhausted.  Then 
if  the  decision  were  adverse  I believe  it  should 
be  widely  published,  not  only  in  the  offender’s 
home  state,  but  throughout  the  land.  I 
suggest  that  a national  clearing  house  be 
established,  by  some  group  like  A.M.A.,  to 
collect  the  results  of  disciplinary  actions  every- 
where, making  its  files  available  to  all  who 
might  wish  to  determine  that  a particular 
doctor  does  not  have  a record  of  ethical  or 
professional  infractions. 

So  much  for  procedure.  But  let  me  observe 
that  all  of  the  procedure  that  we  can  adopt 
means  not  one  thing  if  the  law  is  not  fair  or 
is  not  enforced.  You  can  conceive  of  the  most 
elaborate  safeguards  by  which  to  try  an  of- 
fender, but  if  you  do  not  bring  him  to  the 
bar  of  justice  you  will  have  accomplished 
nothing.  This  perhaps  is  our  major  problem. 
Enforcement. 

Well  Defined  Standards  Important 

Many  times  a doctor  does  something  to 
cause  adverse  comment,  but  no  one  calls  him 
to  task.  Why?  I feel  that  this  reluctance 
often  stems  from  an  uncertainty  of  just  what 
the  standards  are,  an  uncertainty  as  to 
whether  or  not  the  doctor  has  really  done 
something  wrong.  This  uncertainty  coupled 
with  a natural  aversion  to  “blow  the  whistle” 
conspires  to  let  many  abuses  which  really 
deserve  attention,  go  by  the  board.  This  is 
fertile  ground  for  the  public  malcontent  I have 
earlier  discussed.  Without  well  defined  stand- 
ards enforcement  is  retarded.  But  what  is 
equally  important,  enforcement  without  ade- 
quate standards  is  productive  of  injustice. 
Let  me  illustrate. 
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In  the  criminal  law  we  impose  punishment 
for  the  violation  of  the  law.  But  there  must 
be  a law  or  standard  upon  which  we  can  de- 
termine a breach.  The  law  must  be  reasonably 
specific;  it  must  be  published.  If  it  is  vague 
and  indefinite  as  not  to  give  reasonable  notice 
of  what  it  prescribes,  it  would  be  unjust  and 
unconstitutional  to  enforce  it.  The  standard 
of  precisions  required  often  varies  with  the 
nature  of  the  offense,  and  where  this  is  true 
of  the  criminal  law  it  would  seem  to  be  equally 
true  in  the  field  of  professional  ethics.  Be- 
cause of  this,  I feel  there  is  a real  need  to 
formulate  a relatively  comprehensive  and 
specific  code  of  professional  ethics  for  the 
practice  of  medicine.  The  Delaware  Medical 
Practices  Act  gives  the  medical  council  a 
broad  base  upon  which  to  mete  out  discipline. 
There  are  twelve  enumerated  areas  in  which 
we  are  empowered  to  act.  In  eleven  of  the 
twelve  I believe  the  grounds  to  be  adequate. 
Hence,  I would  have  little  difficulty  in  under- 
standing what  was  meant  by  such  offenses  as 
“conviction  of  a felony,  including  an  unlawful 
abortion,”  or  “drug  addiction  or  chronic  and 
persistent  addiction  to  intoxicants  to  such  a 
degree  as  to  render  the  licensee  unsafe  or  un- 
fit to  practice  medicine,”  or  “the  practice  of 
medicine  under  a false  or  assumed  name.” 
These  are  fairly  clearcut  offenses.  But  what 
precisely  do  we  mean  by  saying  it  shall  be 
improper  to  engage  in  “any  dishonorable,  un- 
ethical or  unprofessional  conduct  likely  to 
deceive,  defraud  or  harm  the  public?”  This 
gives  rise  to  a real  problem,  and  I am  not 
satisfied  that  we  have  an  adequate  answer. 

What  Of  The  Gray  Zones? 

With  most  of  the  more  flagrant  violations  of 
good  ethics  or  good  practice  we  would  have 
little  trouble.  For  example,  the  indiscriminate 
writing  of  prescriptions  for  narcotics  so  as  to 
enable  an  addict  to  keep  up  his  source  of 
supply,  is  such  an  offense  as  would  prompt 
anyone  to  consider  revocation.  This  and 
other  such  clearcut  areas  of  misconduct  are 
recognized  by  all  physicians.  They  are  the 
black  zones.  But  what  of  the  gray  zones? 
When  does  a doctor  disgrace  his  profession 
by  too  much  social  drinking?  How  much,  if 
any,  restrictions  are  desirable  in  such  an  area? 


Certainly  we  would  be  foolish  to  try  and 
specify  the  number  of  drinks  a doctor  could 
take  in  a public  cocktail  lounge,  but  if  his 
carousing  becomes  a source  of  gossip,  does  not 
the  entire  profession  suffer  to  some  degree? 
And  if  so,  should  he  be  admonished  by  some 
agency  with  authority  to  do  so? 

I have  no  answers,  but  I suggest  that  the 
field  of  professional  ethics  and  practice  is  con- 
tinually shifting  with  the  mores  of  our  time 
and  the  advance  of  medical  science.  I believe 
that  such  national  organizations  as  the  Ameri- 
can Medical  Association  and  the  Federation 
of  State  Medical  Boards  should  continually 
re-examine  and  revise  a code  of  ethics  such  as 
would  provide  physicians  throughout  the 
country  with  readily  understood  and  generally 
accepted  standards  by  which  they  should  con- 
duct themselves.  Such  standards  should  be 
continually  re-examined  and,  to  be  effective, 
should  be  generally  circulated.  A state  medical 
board  could  then  adopt  such  general  promulga- 
tions as  the  preferred  standard  to  be  observed 
within  their  jurisdiction,  or  they  could  use 
them  as  a guide  for  their  own  general  stand- 
ards. 

The  Key 

The  key  here,  however,  is  the  word  “gen- 
eral.” No  nationally  accepted  standards  can 
solve  all  specific  questions,  nor  should  they 
be  expected  to.  In  most  instances  such  codes 
would  merely  give  expression  to  conduct  gen- 
erally recognized  as  the  norm. 

Once  such  general  standards  have  been 
formulated  and  published,  then  the  particulari- 
ties can  be  determined  in  a variety  of  ways. 
One  obvious  way  should  be  to  charge  an  er- 
rant practitioner  with  a particular  violation 
under  a general  and  broadly  worded  canon, 
and  then  try  him  before  the  appropriate  tri- 
bunal to  ascertain  whether  or  not  the  alleged 
offense  is  truly  within  the  ambit  of  the  gen- 
eral standards  as  interpreted  by  the  tribunal. 

Another  way  would  be  to  have  the  local 
medical  societies  add  their  own  embroidery 
to  the  general  standards.  Furthermore,  I 
imagine  that  various  societies  of  specialists 
might  also  find  the  need  for  spelling  out 
certain  particular  standards  for  their  brother 
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specialists,  which  might  not  otherwise  apply 
to  those  not  of  their  specialty. 

Within  this  area  of  ethical  draftmanship  it 
must  always  be  borne  in  mind  that  nationally 
accepted  standards  will  probably  be  rather 
general  in  their  pronouncements,  while  local 
standards  may  justly  be  somewhat  more 
specific.  This  would  be  so  because  the  stand- 
ard of  professional  conduct  in  the  profession 
in  a large  municipal  medical  center  might  vary 
quite  a bit  from  the  standards  in  a small 
rural  community. 

Definition  Of  Standards  Necessary 

The  desirability  of  such  a definition  of 
standards  would  seem  self-evident.  Not  only 
would  it  serve  to  provide  a proper  notification 
to  an  offender  so  as  to  insure  due  process,  but 
it  would  benefit  the  entire  profession  in  several 
other  distinct  ways. 

First  of  all,  though  the  black  zones,  the 
mortal  sins,  as  it  were,  are  well  known,  or 
presumed  to  be,  what  of  the  gray  zones — venial 
sins?  Between  good  and  indifference  the  area 
of  demarcation  is  often  blurred  and  probably 
deserves  more  definition.  To  preserve  for  the 
profession  that  high  standard  of  perfection 
that  it  deserves  and  needs,  will  require  that 
all  physicians  be  held  to  the  highest  possible 
standards.  Enough  venial  sins  can  damage 
you  every  bit  as  much  as  the  mortal  sins  with 
which  we  are  usually  concerned. 

Secondly,  it  is  not  valid  to  assume  that  all 
practitioners  are  properly  aware  of  the  full 
scope  of  professional  ethics.  Many  of  our 
American  medical  schools  do  not  even  teach 
courses  in  the  subject,  it  being  presumed  that 
the  young  doctor  will  absorb  the  standards 
more  or  less  by  osmosis  as  he  goes  through 
his  training.  This,  of  course,  is  a foolhardy 
gamble  which  places  a young  doctor  in  a 
delicate  area  with  very  sketchy  and  inade- 
quate guidance.  What  is  more,  we  are  be- 
coming more  and  more  reliant  upon  foreign- 
born  and  foreign-trained  physicians  of  whom 
we  often  know  very  little.  These  doctors  meet 
a crying  need  and  help  to  fill  the  gap  made 
by  our  failure  to  train  enough  physicians  at 
home.  But  they  also  point  up  a need  for 
well  defined  and  well  published  canons  of 


ethics  and  practice.  If  we  can  expect  certain 
variations  in  standards  from  Maine  to  Texas, 
how  much  more  might  we  expect  to  find  be- 
tween South  America,  the  Middle  East,  South- 
east Asia,  Europe  and  behind  the  Iron  Curtain, 
from  whence  we  get  quite  a few  doctors  via  the 
refuge  program.  To  these  men,  if  to  no  one 
else,  we  owe  a duty  to  spell  out  our  standards. 

It  should  also  be  noted  that  in  this  day 
and  age  the  doctor’s  potential  for  financial 
reward  has  gone  to  great  heights.  The  field 
of  medicine  can  be  expected  to  attract  a cer- 
tain number  of  men  who  have  more  interest 
in  the  financial  benefits  to  be  derived  than  in 
the  ancient  concept  of  dedicated  service  to 
humanity.  Such  men  may  always  have  been 
with  us  but  perhaps  their  number  is  subject 
to  increase.  If  it  is,  then  one  way  to  acceler- 
ate the  increase  is  to  be  lax  in  the  promulga- 
tion and  enforcement  of  standards  which  might 
otherwise  arrest  and  set  back  the  trend. 

Physicians  Must  Be  Alert  To  Pitfalls 

Finally,  I believe  that  a dedicated  effort 
to  formulate,  restate,  keep  current,  and  en- 
force such  ethical  and  professional  standards 
would  have  the  salutary  effect  of  making  the 
professional  rank  and  file  more  and  more  alert 
to  the  erosions  which  might  otherwise  creep 
up  and  undermine  the  practice  of  medicine 
as  we  now  know  it.  You  may  find  problems 
which  you  never  dreamed  existed.  If  you  are 
alert  you  can  protect  yourselves.  If  you  are 
not,  you  may  one  day  find  a scandal  has  come 
to  life  which  will  prompt  a state  or  federal 
legislature  to  seize  the  initiative  from  the  de- 
faulting hands  of  those  who  should  have  done 
their  own  policing.  This  should  be  avoided 
at  all  costs.  An  introspective  and  compre- 
hensive definition  of  standards,  with  a diligent 
enforcement  thereof  will  serve  to  quiet  the 
apprehensions  of  the  well-meaning  but  ill- 
informed,  and  silence  the  clamor  of  the  rabble 
rousers.  To  do  so  is  enlightened  self  interest. 

In  closing  let  me  say  that  I do  not  wish  to 
see  any  doctor  abused  and  damaged  by  un- 
founded rumors  or  malicious  bias,  therefore 
my  recommendations  for  full  legal  safeguards 
and  secrecy  of  proceedings;  but  I also  do  not 
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THE  GENERAL  PRACTITIONER  AND  MENTAL  ILLNESS 
— A PARADOX 


The  story  of  the  man  who  piled  burden 
upon  burden  on  his  poor  old  horse  until — well, 
the  story  should  have  ended  with  something 
about  increasing  horsepower. 

After  this  analogy,  the  psychiatrists  ask 
the  General  Practitioners  to  assume  perhaps  a 
major  amount  of  psychiatric  work.  They 
assure  us,  parodoxically,  that  it  wiU  lighten 
the  General  Practitioner’s  load.  They  offer 
persuasive  points. 

First,  with  a certain  amount  of  psychiatric 
acumen  the  General  Practitioner  can  discover 
the  emotional  factor  behind  the  many,  various 
and  vague  complaints  of  the  chronic  com- 
plainer.  By  a little  listening  and  some  well 
directed  advice,  he  may  cut  the  patient’s 
visits  from  futile  infinite  to  an  effective  few — 
perhaps  to  only  one. 

A second  point  is  that  if  the  General  Prac- 
titioner detects  in  the  patient  an  attitude  that 
conditions  him  for  illness,  some  apt  counsel 
may  convert  the  attitude  to  one  promoting 
health.  Then  the  patient  will  not  need  the 
doctor’s  services  so  frequently. 

There  are  said  to  be  three  classes  of  pa- 
tients needing  psychotherapy  who  do  not 
need  a psychiatrist. 

One  group  is  of  those  whose  mental  illnesses 
are  situational.  The  family  physician  is  said 
to  be  in  a much  more  favorable  position  to 
treat  these  patients  than  is  the  phychiatrist 
who  is  a stranger. 

A second  group  is  of  those  who  are  beginning 
to  show  emotional  disturbance  but  are  not 
yet  incapacitated.  Again,  the  family  doctor 
is  in  the  better  position  to  understand  the 
patient,  gain  his  confidence,  and  to  effect 
improvement  which  will  prevent  incapacity. 


The  third  group  is  of  those  who  have  been 
dismissed  from  the  mental  hospital  to  the 
out-patient  service.  For  many  of  these  the 
family  physician  is  a better  intermediary  be- 
tween the  patient  and  the  community  than 
the  psychiatrist  who  is  detached  from  the 
patient’s  environment.  Especially  since  the 
advent  of  ataraxic  drugs  the  patients  of  the 
last  two  catagories  are  the  more  easily  treated 
by  the  General  Practitioner. 

The  aged  may  be  included  in  all  three 
groups. 

It  is  true  that  adequate  psychiatric  skills 
must  be  among  the  doctor’s  instruments.  Many 
younger  men  are  coming  from  their  medical 
training  well  equipped.  Many  doctors  are 
born  with  the  most  necessary  qualifications: 
interest  in  people;  a good  listening  ear;  mature 
insight  and  judgment.  Many  General  Prac- 
titioners habitually  practice  psychotherapy 
consciously  or  unconsciously. 

Other  essential  skills  include: 

1)  How  to  take  a psychiatric  history. 

2)  Knowledge  of  psychomatic  manifesta- 
tations. 

3)  Knowledge  of  the  simpler  psychothera- 
peutic techniques  for  the  patients  whose 
emotional  disorders  are  not  too  deeply 
seated. 

4 ) Adequate  knowledge  of  the  classifications 
of  symptoms  and  behavior  that  demar- 
cate the  less  severe  disturbances  from 
the  truly  psychotic;  to  know  which  pa- 
tients do  need  the  psychiatrist. 

5)  Ability  to  recognize  suicidal  trends. 

6)  Knowledge  of  self  to  eliminate  the  quirks 
of  judgment  and  reaction  on  our  part, 

{Continued  on  Page  207) 
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1960.  Charles  Thomas 

McHardy,  Gordon:  Current  Gastroenterology, 

1962.  Paul  B.  Hoeber 

Shorter,  R.  G.:  Liver  Biospy,  1961.  Pergamon 
Press 

Spencer,  Richard  Paul:  The  Intestinal  Tract,  1960. 
Charles  C.  Thomas 
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Books — Delaware  Academy  of  Medicine 


Wilson,  T.  Hastings-.  Intestinal  Absorption,  1962 
W.  B.  Saunders 

Hkmatologv 

Bannermnn,  Robin  M.:  Thalassemia,  A Survey 
of  Some  Aspects,  1961.  Grune  and  Stratton 
Braunsteiner,  Herbert  and  Zucker-Franklin,  Doro- 
thea: The  Physiology  and  Pathology  of  Leu- 
kocytes, 1962.  Grune  and  Stratton 
Ciba  Foundation  Study  Group  Number  10:  Wol- 
stenholme,  G.  E.  W.  and  0‘Connor,  Maeve: 
Biological  Activity  of  the  Leucocyte,  1961. 
Little,  Brown  and  Co. 

Lajtha,  L.  G.:  The  Use  of  Isotopes  in  Haema- 
tology, 1961.  Charles  C.  Thomas 
MacFarlane,  R.  G.  and  Robb-Smith,  A.  H.  T.,  eds.: 
Functions  of  the  Blood,  1961.  Academic  Press 
Tocantins,  Leandro  M.,  ed.:  Progress  in  Hema- 
tology, Vol.  3,  1962.  Grune  and  Stratton 
Wintrobe,  Maxwell  M.:  Clinical  Hematology,  5th 
ed.,  1961.  Lea  and  Febiger 

History  of  Medicine 

Marti-Ibanez,  Felix:  A Prelude  to  Medical  His- 
tory, 1961.  MD  Publications 
Sigerist,  Henry  E.:  A History  of  Medicine,  Vol. 
2,  1961.  Oxford  University 

Medicine 

Blumberg,  Baruch,  ed.:  Proceedings  of  the  Con- 
ference on  Genetic  Polymorphisms  and  Geo- 

The  Physician  As  A Defendant  In  Discipline 

{Continued  from  Page  204) 

want  to  see  offenders  go  unpunished  and  thus 
cast  shame  on  the  profession  and  cause  injury 
to  the  public — therefore  my  suggestion  for  a 
definition  of  principles. 

It  takes  courage  to  bring  charges  against 
a fellow  practitioner.  He  may  be  a personal 
friend.  But  if  he  is  forewarned  and  knows 
that  he  is  expected  to  live  up  to  the  fine 
standards  and  yet  fails  to  do  so,  it  would  be 
foolhardy  to  let  him  run  his  course.  Your 
profession  can  be  great  only  if  you  keep  it 
so  through  jealous  and  diligent  protection  of 
its  standards.  This  does  not  mean  you  must 
be  harsh  or  arbitrary.  That  is  not  judicious- 
ness. It  means  you  must  be  fair  to  all  con- 
cerned, the  profession,  the  public,  and  the 
alleged  offender.  Minor  breaches  should  be 
corrected  as  well  as  the  most  atrocious.  A 
reprimand  in  one  case,  a revocation  in  the 
other. 


graphic  Variations  in  Disease,  1961.  Grune  and 
Stratton 

Brest,  .Albert  N.  and  Moyer,  .John  H.,  eds.:  Hyper- 
tension, 1961.  Lea  and  Febiger 

Ciba  Foundation  Study  Group:  Virus  Meningo- 
Encephalitis,  1961. 

Goldberger,  Emanuel:  A.  Primer  of  Water,  Elec- 
trolyte and  Acid-Base  Syndromes,  2nd  ed.,  1962. 
Lea  and  Febiger 

Jones,  Mary  S.:  An  Approach  to  Occupational 
Therapy,  1960.  Butterworth 

Major,  Ralph  H.  and  Delp,  Mahlon  H.:  Physical 
Diagnosis,  6th  ed.,  1962.  W.  B.  Saunders 

Mayo  Clinic:  Diet  Manual,  3rd  ed.,  1961.  W.  B. 
Saunders 

Mendlowitz,  Milton,  ed.:  Hypertension,  1961. 

Grune  and  Stratton 

Modell,  Walter:  Relief  of  Symptoms,  2nd  ed., 
1961.  C.  V.  Mosby 

Perez-Tamayo,  Ruy:  Mechanisms  of  Disease,  1961. 
W.  B.  Saunders 

Steinberg,  Arthur  G.:  Progress  in  Medical  Gene- 
tics, 1961.  Grune  and  Stratton 
Miscellaneous 

American  Men  in  Medicine,  3rd  edition,  1961. 
Institute  for  Research  in  Biography. 

Benson,  Otis,  O.,  Jr.  and  Strughold,  Hubertus: 
Physics  and  Medicine  of  the  Atmosphere  and 
Space,  1960.  Southwest  Research  Institute 

The  General  Practitioner  And  Mental  Illness 

{Continued  from  Page  205) 

detrimental  to  our  insight  into  the  pa- 
tient’s true  condition  and/or  our  effec- 
tiveness in  treatment. 

Toward  this  end  interesting  seminars  are 
available  for  groups  of  practitioners  who  v/ant 
to  broaden  their  proficiency  in  this  field.  Smy- 
posia  can  be  set  up  to  demonstrate  techniques. 
Role  playing  can  enlighten  us  in  all  varieties 
of  interpersonal  relationships,  not  only  be- 
tween doctor  and  patient  but  between  groups 
such  as  different  hospital  departments  and 
other  categories  of  tension  mongers. 

Now  that  we  have  become  whole-patient 
conscious,  facility  in  appropriate  psychothera- 
peutic procedures  should  increase  the  efficiency 
of  our  practices,  curtail  unnecessary  load, 
minimize  our  frustrations,  and  give  us  the 
rewarding  satisfaction  that  we  have  not  merely 
treated  an  ailment  but  have  enriched  a per- 
son's life. 
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HYPERTENSIVE  HEADACHE 

For  years  a headache  occurring  in  the  early 
morning,  occipital  in  location,  and  usually 
throbbing  has  been  accepted  as  the  typical 
headache  due  to  arterial  hypertension.  Indeed, 
many  studies  have  used  the  headache  as  an 
index  to  response  to  treatment,  both  medical 
and  surgical. 

Moser  and  his  colleagues  in  the  April  28th 
JAMA  review  a series  of  54  patients  with 
elevated  blood  pressure  and  headaches.  The 
only  factor  remaining  from  our  old  fashioned 
concept  was  that  sixty  percent  of  these  pa- 
tients had  early  morning  headaches.  Indeed 
there  were  more  frontal  headaches  than  oc- 
cipital and  the  other  characteristics  were  fairly 
evenly  distributed.  About  all  that  we  can 
say  as  a result  of  this  study  would  be  that 
the  “typical”  hypertensive  headache  is  any- 
thing but  typical.  Certainly,  great  care  must 
be  used  when  evaluating  the  result  of  any 
form  of  therapy  on  the  basis  of  this  symptom. 

CIGARETTES  AND  CORONARIES 

While  admittedly  a small  sample,  the  results 
in  the  Albany  and  Framingham  studies  (New 
England  Journal  of  Medicine  April  19,  1962, 
page  796)  seems  to  be  indicating  that  the 
incidents  of  coronary  artery  disease  is  three 
times  as  great  in  heavy  smokers  as  in  non- 
smokers.  Previous  studies  have  indicated 
that  the  overall  mortality  and  morbidity  is 
much  higher  in  the  heavy  smoker  than  in  the 
non-smoker.  It  has  also  indicated  that  the 
mortality  is  to  a large  extent  due  to  coronary 
artery  disease.  A ray  of  hope  from  the 
present  study  is  the  suggestion  that  the  per- 
son who  has  been  a heavy  smoker  in  the  past 
but  who  is  now  a non-smoker  fits  into  the 
same  category  as  the  non-smoker  as  far  as 
coronary  artery  disease  is  concerned. 


THE  ANTICOAGULANT  PROBLEM 

In  the  June  2nd  issue  of  JAMA,  Pastor 
and  his  colleagues  present  a discussion  of  the 
serious  hemorrhagic  complications  of  anti- 
coagulant therapy.  They  point  out  that 
patients  who  are  taking  long  term  anticoagu- 
lants on  an  ambulatory  basis  are  more  subject 
to  these  complications  because  of  the  lack  of 
control.  The  patient  who  is  in  the  hospital 
and  who  is  being  controlled  by  daily  pro- 
thrombin times  is  not  likely  to  experience 
any  hemorrhagic  complications.  Because  of 
the  very  nature  of  the  condition  under  con- 
sideration, significant  statistics  are  practically 
non-existent.  The  fact  remains,  however,  that 
serious  hemorrhage  is  indeed  a complication 
of  this  type  of  therapy  that  must  be  feared 
and  respected. 

On  the  other  hand,  few  people  who  write 
upon  this  subject  ever  point  out  the  false 
sense  of  security  that  physicians  are  prone  to 
take  when  using  inadequate  doses  of  the  anti- 
coagulants. In  most  of  the  studies  extolling 
the  great  benefits  of  anticoagulant  therapy, 
instances  of  poor  results  are  usually  explained 
away  by  finding  that  the  prothrombin  level 
was  inadequate  in  the  time  immediately  pre- 
ceding the  complication.  On  the  other  hand, 
most  of  the  patients  who  are  given  as  ex- 
amples of  satisfactory  response  to  the  anti- 
coagulants will  frequently,  during  their  course, 
have  times  when  the  prothrombin  time  is  not 
within  the  therapeutic  range. 

The  very  fact  that  the  proponents  and  an- 
tagonists of  anticoagulant  therapy  approach 
the  subject  with  an  almost  fanatic  zeal  should 
indicate  that  the  problem  is  far  from  being 
satisfactorily  solved. 
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The  recent  A.M.A.  meeting  in  Chicago  emphasized  our  stand 
against  the  King-Anderson  Bill. 


The  King-Anderson  Bill  is  to  he  tacked  on  to  the  Welfare  Bill  and 
brought  to  the  Senate  for  a vote  in  the  very  near  future.  This  is  a 
method  employed  by  men  like  Ribicoff,  Cohen,  and  Kennedy  to  put 
pressure  on  the  Senators — typical  political  maneuvering — to  perpetuate 
the  party — to  hell  with  the  nation! 

Make  every  effort  to  see  that  your  Senators  Williams  and  Boggs, 
and  Representative  McDoweU,  are  cognizant  of  your  way  of  thinking 
and  of  your  vote. 

The  physicians  of  this  country  definitely  do  not  want  government 
control  of  medicine!  We  do  not  want  second  class  medicine!  We 
demand  that  our  practice  be  above  the  curbs,  the  bureaucracy  of  federal 
government  and  shall  not  be  dictated  by  ward  heelers,  union  officials, 
or  left  wingers  of  this  government! 

The  A.M.A.  is  willing  to  cooperate  with  those  in  government  who 
wish  to  improve  the  care  of  our  indigent  population.  However,  it  does 
not  wish  to  further  plunge  the  government  into  its  already  deep  debt 
by  giving  to  a few,  care  which  will  cost  too  much,  and  be  so  unwieldy 
that  physicians  will  not  even  have  time  to  fill  out  the  many  blue,  yellow 
and  pink  forms. 

The  group  of  physicians  who  have  sponsored  this  King-Anderson 
Bill  in  the  country  are  very  few,  but  those  who  have  are  already  in 
the  federal  employ — these  men  are  teachers  in  medical  schools  which 
are  functioning  on  federal  grants.  They  have  no  private  patients,  they 
are  not  required  to  see  and  treat  and  be  responsible  for  the  welfare 
of  the  public. 


Wire  or  write  your  representatives  in  Congress  today.  We  want 
first  class  medicine — not  England’s  second  class! 
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Notice! 

Change  Of  Date 

The  House  of  Delegates  of  the  Medical  Society  of  Delaware  has  changed 
the  date  of  its  meeting  from  September  30th  to  Suiiday,  September  23rd, 
1962.  All  members  please  note. 

Speaker — 
Annual  Meeting 

Edwin  F.  Cave,  M.D.,  Professor  of  Orthopaedic  Surgery,  Harvard  Uni- 
versity, will  lecture  on  “Open  Reduction  of  Fractures”  at  the  Annua] 
Meeting  of  the  Medical  Society  of  Delaware  on  Saturday,  October  6,  1962 
in  the  Delaware  Academy  of  Medicine.  Other  program  speakers  will 
be  announced  in  forthcoming  issues. 

Are  We  Next? 

In  Canada,  where  socialized  medicine  is  progressing  with  the  speed  of  an 
avalanche  following  the  nationalization  of  hosp’tals  on  January  1,  1961, 
large  headlines  in  the  May  19th  issue  ^of  The  Gazette,  Montreal,  read, 
“Absolute  Controls  Set  for  Hospitals  by  Bill.”  Copy  states,  “A  Hospitals 
Bill  establishing  absolute  Government  control  over  medical  and  financial 
administration  of  public  and  private  hospitals  in  Quebec — Bill  No.  44 — 
will  require  a permit  from  the  Health  Minister  to  be  issued  or  renewed 
annually.  It  mMy  be  revoked  by  the  Minister  for  any  reason  he  deems 
valid  . . . Finally  no  one  can  establish,  convert  or  enlarge  a hospital  without 
authorization  of  the  cabinet.” 

The  people  in  Quebec  evidently  did  not  dream  that  a little  socialism  can 
become  totalitarianism  when  they  failed  to  resist  the  Hospital  Act  of 
1961.  Another  facet  is  that  religious  orders  cannot  legally  own  or  operate 
hospitals — they  can  be  concessionaires  only!  Canada  and  the  United 
States  have  remained  the  only  nations  where  medical  services  are  still 
largely  rendered  under  a system  of  free  enterprise.  Once  nationalization 
of  a segment  of  our  voluntary  health  services  has  been  blessed  by  Congress, 
there  will  be  no  effective  resistance  to  the  political  encirclement  of  all 
health  services.  John  R.  Schenken,  M.D.,  Nebraska  Methodist  Hospital, 
Omaha. 

“Seat  Belts 
For  Safety” 

During  the  next  few  months,  the  California  Oil  Company,  through  its 
Chevron  dealers  is  offering  government-approved  seat  belts  to  all  motorists 
in  the  northeastern  United  States.  These  are  offered  as  a non-profit, 
public  service.  Belts  are  available  at  $5.95  installed,  and  people  taking 
advantage  of  the  Chevron  offer  are  under  no  obligation  to  make  further 
purchases. 

Poll 

King-Anderson 

In  a poll  of  27,773  of  the  nation’s  physicians  on  where  they  stand  in  the 
controversy  over  health  care  for  the  aged,  the  King-Anderson  Bill  received 
only  10%  of  the  vote.  Votes  for  the  other  three  plans  considered  were: 
Kerr-Mills,  67%;  Bow,  18.4%,  and  Javits,  4%.  In  9 geographic  areas 
polled,  the  King-Anderson  Bill  showed  less  than  national  average  in  7 of 
the  areas.  The  two  areas  showing  more  support  for  the  King-Anderson 
Bill  than  the  national  average  were  New  England  and  the  Mid-East  area, 
(N.Y.,  Penna.  and  N.J.). 
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Personal 

Glimpses 


Cephalagia — Hope 
Through  Research 


Scientific 

Information 

Available 


Foster  M.  Brown,  M.D.,  has  been  appointed  Medical  Director  for  all 
institutions  under  the  jurisdiction  of  the  State  Youth  Services  Commission 
. . . David  J.  Reinhardt,  III,  M.D.,  has  been  re-elected  president  of  the 
Delaware  Heart  Association  . . . Charles  J.  Katz,  M.D.,  was  a luncheon 
speaker  at  the  Smyth  Center  YWCA  on  “Urban  Living  in  a Suburban 
Setting”  . . . Gordon  Keppel,  M.D.,  was  cited  for  outstanding  patriotic 
civilian  service  by  the  Department  of  the  Army,  at  ceremonies  of  the 
University  of  Delaware’s  ROTC  Cadet  Brigade  . . . Robert  W.  Frelick, 
M.D.,  was  elected  president  of  the  Cancer  Society  of  Delaware,  succeeding 
Joseph  A.  Arminio,  M.D.  . . . Raymond  A.  Lynch,  M.D.,  was  named 
campaign  chairman  for  the  Delaware  Chapter,  National  Multiple  Sclerosis 
Society  drive  . . . Otakar  J.  Poliak,  M.D.,  was  the  recipient  of  a grant  by 
the  Delaware  Heart  Association  and  was  renamed  Director;  Dr.  and  Mrs. 
Poliak  have  been  traveling  in  Europe  where  Dr.  Poliak,  as  one  of  33 
cardiologists  (7  from  the  U.S.A.),  read  a paper  at  an  international 
s3Tnposium  in  Brussels,  Belgium,  on  “The  Usefulness  of  Tissue  Cultures 
in  Atherosclerosis  Research”  . . . Oscar  N.  Stern,  M.D.,  was  named 
regional  chairman  in  the  University  of  Pennsylvania’s  “Giving”  campaign 
. . . Drs.  George  J.  Boines,  Arthur  J.  Heather,  Alfred  R.  Shands,  Jr.,  Henry 
H.  Stroud  and  M.  A.  Tarumianz  have  been  appointed  the  medical 
committee  of  the  Salk  Institute  Building  Fund  for  Delaware  . . . Dr.  and 
Mrs.  William  A.  Marshall,  Jr.,  Milford,  were  elected  Honorary  Life 
Members  of  the  board  of  directors — a first  in  the  history  of  the  Delaware 
Tuberculosis  and  Health  Society — for  their  54  years  of  devoted  service 
to  that  Society  . . . recent  A.A.G.P.  appointments:  Marjorie  E.  Conrad, 
M.D.,  Member,  Commission  on  Environmental  Medicine;  Martin  B. 
Pennington,  M.D.,  Committee  on  Con.stitution  and  By-Laws  . . . H. 
Thomas  McGuire,  M.D.,  was  elected  President  of  “Aces  and  Deuces,”  an 
organization  of  States  with  only  one  or  two  A.M.A.  delegates  . . . 


American  “headache  victims”  spend  an  estimated  $300  million  each  year 
on  popular  remedies,  according  to  the  new  brochure  Headache — Hope 
Through  Research  released  by  the  U.S.  Public  Health  Seiwice.  For 
professional  treatment,  the  PHS  recommends  that  headache  sufferers 
think  first  of  the  family  doctor;  if  necessary  he  will  refer  patients  to  an 
appropriate  specialist.  A headache  is  a symptom  rather  than  a disease, 
the  brochure  warns,  adding  that  “relieving  a headache  with  a self-chosen 
pain  killer  could  amount  to  covering  up  the  symptom  without  diagnosing 
a possibly  serious  cause.”  Hope  is  stressed  for  two  of  the  most  common 
types  of  chronic  headaches — the  migraine  and  the  “tension”  headache. 
Single  free  copies  of  the  brochure,  listed  as  PHS  Publication  No.  905, 
may  be  obtained  from  PHS;  orders  under  100  are  10c  a copy,  with  a 25% 
discount  for  orders  of  100  or  more  going  to  one  address. 


Current  Contents  of  Chemical,  Pharmaco-Medical  & Life  Sciences,  a 
publication  released  by  the  Institute  for  Scientific  Information,  is  now 
available  to  members  of  the  Medical  Society  of  Delaware.  Review  copies 
will  be  sent  on  request  by:  Marvin  Schiller,  Associate  Director,  33  S.  17th 
St.,  Philadelphia  3. 
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Demeter  Skrypec,  M.D.,  Medical  Faculty,  Leopold- 
Francis  University,  ’45,  is  a native  of  Ukraine.  He  came 
to  this  country  in  1949,  obtained  his  Delaware  liecnse  in 
1957,  and  is  engaged  in  General  Practice  at  106  South 
Broad,  Middletown.  Dr.  Skrypec  likes  to  read  for  relax- 
ation and  he  and  his  wife  enjoy  working  in  the  garden. 
They  have  an  eleven  year  old  daughter. 


Edward  F.  Becker,  M.D.,  Jefferson  Medical  College,  ’55, 
is  a New  Yorker  by  birth  and  is  a member  transferred 
from  the  Montgomery  County  Medical  Society,  Norris- 
town, Pa.  Specialty:  Ophthalmology;  Delaware  license: 
1961.  Dr.  Becker  likes  to  play  golf  and  occasionally 
paint  in  oils.  The  Beckers  have  a son,  three  and  a 
daughter,  five.  Office:  Professional  Building,  Wilmington. 


Peter  J.  Mette,  M.D.,  University  of  Hamburg,  ’26,  was 
born  in  Germany  and  is  a member  transferred  from  the 
Medical  Society  of  Virginia.  Specialty:  Anesthesiology; 
Delaware  license:  1961.  Dr.  Mette  came  to  this  country 
in  1953,  has  three  sons  and  a daughter — all  Americans. 
He  likes  to  listen  to  classical  music  as  a sedative.  Office: 
Delaware  Hospital,  Wilmington. 


I 


Alden  W.  Seleman,  M.D.,  Georgetown  University,  ’55, 
is  a Connecticut  Yankee  and  transferred  his  membership 
from  the  Ohio  State  Medical  Society.  Specialty:  Gen- 
eral Surgery;  Delaware  license:  1961.  Dr.  Seleman 
likes  to  spend  all  of  the  spare  time  he  can  manage  with 
his  wife  and  four  children.  Office:  1319  Pennsylvania 
Avenue,  Wilmington. 
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Joyce  Anderson,  M.D.,  School  of  Medicine,  University 
of  Chicago,  ’54,  was  born  in  Chicago.  Specialty:  Internal 
Medicine;  Delaware  license:  1961.  Dr.  Anderson  really 
enjoys  her  work  more  than  anything  else  but  expands 
her  talents  in  the  field  of  dress  designing — particularly 
hats — and  fashions  all  her  own.  Office:  2525  Concord 
Pike,  Wilmington. 


Alan  G.  Smith,  M.D.,  University  of  Minnesota,  ’55,  was 
born  in  that  State  and  transferred  his  membership  from 
the  Marion  Academy  of  Medicine,  Ohio.  Specialty: 
Orthopedic  Surgery;  Delaware  license:  1961.  The 

Smiths  have  three  small  children  and  belong  to  a pool 
club  where  they  all  enjoy  swimming.  Squash  is  Dr. 
Smith’s  favorite  winter  sport.  Office:  1205  Gilpin 
Avenue,  Wilmington. 


Herman  J.  Bennett,  M.D.,  University  of  Vienna,  ’36, 
is  a native  New  Yorker  and  transferred  his  membership 
from  the  Dutchess  County  Medical  Society,  Poughkeep- 
sie, N.Y.  Dr.  Bennett  has  three  sons  and  calls  himself 
an  “outdoor  man.”  His  hobbies  are  photography,  golf 
and  camping.  Specialty:  Occupational  Medicine.  Office: 
General  Motors. 


William  H.  Duncan,  M.D.,  Temple  University  School  of 
Medicine,  ’59,  obtained  his  Delaware  license  in  1960. 
Specialty:  General  Practice.  The  Duncans — both  Wil- 
mingtonians — have  three  children.  Dr.  Duncan  spends 
all  of  his  spare  time  and  vacations  with  the  National 
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Sussex  County  Auxiliary 


ANNUAL  REPORT 

The  Sussex  County  Woman’s  Auxiliary  to 
the  Medical  Society  of  Delaware  takes  pride 
in  reporting  an  increase  in  membership  from 
32  to  38  with  a possible  addition  of  three  more. 
This  increase  may  be  attributed  to  the  work 
of  our  Treasurer,  Mrs.  Att  Tormet,  who  sends 
notes  to  all  the  members  and  prospective 
members  stating  the  amount  of  the  dues  and 
the  designated  amount  given  to  National, 
State,  A.M.E.F.  Health  Careers.  The  Medical 
Society  has  a membership  of  53,  eight  of 
these  having  no  eligible  counterpart  for 
Auxiliary  membership. 

We  have  met  regularly  the  second  Thurs- 
day of  each  month  in  the  home  of  one  of  the 
members  of  the  community  in  which  the 
Medical  Society  holds  its  meeting,  and  at  the 
Nurses’  Home  at  the  Beebe  Hospital,  Lewes. 
Our  average  attendance  is  15. 

Following  a business  meeting  plus  a detailed 
report  from  at  least  one  of  our  Standing  Com- 
mittee chairmen,  we  have  had  a social  hour — 
our  husbands  joining  us  after  their  meeting. 

Miss  Abrams,  Superintendent  of  Nurses  at 
Beebe  Hospital,  was  the  special  speaker  at 
our  first  meeting,  giving  her  suggestions  on 
Health  Careers  program  in  its  particular  ap- 
plication to  Beebe  Hospital. 

Mrs.  Fitchett,  Legislative  Chairman  and 
Mrs.  Devenis,  A.M.E.F.  State  Chairman  have 
both  given  very  excellent  coverage  of  their 
programs. 


dM-uxiilarxj  cMllalrd 


Mr.  Lawrence  C.  Morris,  Jr.,  Executive 
Secretary  of  the  Medical  Society  of  Delaware, 
was  the  guest  speaker  on  legislation.  Follow- 
ing this  a workshop  type  meeting  was  held 
at  the  home  of  Mrs.  Fitchett — eight  members 
and  two  guests  in  attendance. 

We  have  had  one  very  successful  white 
elephant  sale — proceeds  for  A.M.E.F.  netting 
$25.75.  Because  of  weather  conditions  the 
attendance  was  not  as  full  as  hoped  for  and 
a second  sale  is  scheduled  for  the  April  meet- 
ing to  which  our  State  Officers  and  New  Castle 
and  Kent  County  presidents  have  been  in- 
vited. 

The  sale  of  playing  cards  has  been  very 
successful,  netting  $45 — totaling  $139.75  for 
A.M.E.F.  fund. 

This  year  we  are  again  contributing  $2.00 
per  member  to  Health  Careers  program.  Our 
members  are  at  present  screening  Sussex 
County  applicants  for  Grant-in-Aid. 

Mrs.  Alex  Czebotari,  Health  Fair  Chairman, 
was  most  successful  in  securing  our  quota  for 
guides  to  serve  on  Sussex  County  Day.  We 
also  contributed  $5.00  toward  the  expense  of 
the  snack  bar  at  the  Fair,  proceeds  to  go  to 
A.M.E.F. 

Mental  Health,  Civil  Defense  and  Safety 
Chairmen  stood  by  ready  to  help  if  needed. 

The  County  President  has  attended  all 
meetings  of  the  State. 


Natalie  R.  Spong,  President  of  the  Kent  County 
Auxiliary,  whose  Annual  Report  appeared  in  the 
June  issue. 
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DIAGNOSIS  AND  TREATMENT 
OF  GASTRIC  ULCER  DISEASE 
A Panel  Discussiont 


Panelists:  Stephen  W.  Bartoshesky,  M.D. 
Elmer  F.  Fantazier,  M.D. 

Peter  J.  Olivere,  M.D. 

I.  Lewis  Chipman,  Jr.,  M.D. 
Joseph  F.  Hughes,  M.D. 


Dr.  Boines:  Gentlemen,  tonight  we  have 
an  interesting  discussion  on  gastric  lesions, 
limited  mostly  to  ulcers  of  the  stomach  and 
malignancies.  We  are  very  fortunate  in  hav- 
ing this  panel  arranged.  The  moderator  did 
most  of  the  work  in  arranging  the  subject 
matter  for  the  di.scussion  and  also  the  panel 
itself.  He  selected  the  members  and  their 
topics.  It  gives  me  great  pleasure  to  intro- 
duce the  moderator.  Dr.  Albert  Gelb,  who 
will  introduce  the  panel. 

Dr.  Gelb:  My  only  purpose  with  the 
presence  of  such  able  and  well-prepared  pan- 
elists is  to  initiate  a vigorous  discussion 
on  the  diagnosis  and  treatment  of  this  some- 
what, sometimes,  perplexing  problem.  I am 
sure  you  are  all  familiar  with  the  fact  gastric 
ulcer  disease  as  we’re  presenting  here  gets  to 
be  somewhat  of  a complicating  problem 


Dr.  Gelb  is  Associate  in  General  Surgery;  Dr.  Bartoshesky.  Direc- 
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amongst  practitioners  of  medicine.  You  are 
also  very  familiar  with  the  fact  that  there  are 
certain  groups,  a group  in  Philadelphia,  who 
believe  that  all  gastric  ulcers  when  first  diag- 
nosed should  be  treated  surgically.  This  is 
a group  at  the  University  of  Pennsylvania, 
and  they  have  statistics  and  figures  to  prove 
that  they’re  right.  Now,  in  the  same  town, 
a mere  ten  blocks  away,  is  a world-renowned 
gastroenterologist  who  believes  that  the  group 
at  the  University  Hospital  are  nothing  more 
than  barbarians  to  subject  all  patients  who 
come  to  them  with  gastric  ulcer  disease  to 
surgery,  because  his  statistics  prove  that  the 
best  method  of  therapy  for  these  patients, 
of  course,  is  a strict  ulcer  regimen,  following 
it  very  closely.  So  you  can  see  that  the 
presence  of  this  divergence  of  opinion  in  our 
near  geographical  area  is  representative  of  a 
divergence  of  opinion  throughout  the  country 
on  this  particular  matter.  Now  I am  sure 
that  we  will  have  a goodly  amount  of  differ- 
ence of  opinion  on  the  panel,  and  if  it  doesn’t 
come  forth,  we’ll  see  that  it  does. 
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First  on  our  program  is  the  bulwark  of  the 
medical  societies,  a practitioner  of  medicine, 
who  will  discuss  the  diagnosis  and  treatment 
of  patients  who  present  themselves  with  this 
particuar  problem.  Dr.  Bartoshesky. 

The  General  Practitioner  . . . 

Dr.  Bartoshesky;  My  assigrunent  was  dis- 
cussion of  the  diagnosis  and  treatment  of  gas- 
tric ulcer  carcinoma.  First,  a cursory  history 
and  a quick  physical  examination  may  decide 
one  to  order  gastrointestinal  x-rays,  and,  if 
this  is  done,  in  some  instances,  a gastric  ulcer 
or  a gastric  carcinoma  will  be  discovered,  but 
this  does  not  approach  the  best  that  can  be 
done  for  the  patient. 

First,  one  must  be  acquainted  with  the  na- 
tural history  of  these  two  diseases.  Gastric 
ulcers  are  not  as  common  as  duodenal  ulcers. 
I mention  that  just  in  comparison,  although 
we’re  not  going  to  discuss  duodenal  ulcers. 
However,  gastric  ulcers  are  more  common  in 
women.  Gastric  ulcers  occur  more  frequently 
in  the  lower  third  and  the  lesser  curvature. 
Also,  gastric  ulcers  usually  are  larger  than 
duodenal  ulcers.  Some  figures  say  that  10% 
of  gastric  ulcers  either  undergo  carcinomatous 
changes  or  else  they  are  carcinomatous  from 
the  beginning. 

With  regard  to  symptoms,  usually  very 
often  they  are  recurrent,  or  they  may  be 
chronic.  However,  symptoms  also  may  be  in- 
termittent. Symptoms  of  a gastric  ulcer  may 
be  very  typical  of  peptic  disease  in  general. 
Usually,  the  pain  of  gastric  ulcer  after  eating 
occurs  a little  bit  sooner  than  that  of  duo- 
denal ulcer.  These  pains  occur  perhaps  a half 
to  two  hours  after  a meal.  The  pain  may 
wear  off  gradually  in  a period  of  time  without 
further  ingestion  of  food  in  contradistinction 
to  duodenal  ulcer,  which  usually  is  not  relieved 
until  food  is  taken.  Food,  however,  or  ant- 
acids may  relieve  the  pain  of  gastric  ulcer. 
Vomiting  is  more  apt  to  occur  in  gastric  ulcer, 
and  very  often  the  patient  may  get  relief  with 
this  vomiting.  Tenderness  may  be  very  sharply 
localized  over  the  area  of  the  ulcer  in  the 
stomach. 

Supposedly,  from  certain  statistics,  car- 
cinoma of  the  stomach  is  decreasing  in  fre- 


quency, but  that  makes  very  much  more  im- 
portant the  present  problem  which  is  to 
diagnose  the  early  gastric  carcinorha.  Car- 
cinoma is  more  prevalent  in  the  male,  and  it 
may  be  present  for  many  months  without 
any  symptoms.  Very  often  the  symptoms  that 
are  present  are  very  similar  to  those  of  peptic 
disease  in  general,  or,  the  symptoms  may  con- 
sist only  of  vague  digestive  complaints.  How- 
ever, as  the  pathology  progresses,  symptoma- 
tology begins  to  become  more  evident.  Loss 
of  appetite,  weight  loss,  anemia,  nausea  and 
vomiting,  occur.  By  this  time,  however,  a 
suspect  diagnosis  is  not  very  clever. 

It  is  important  to  recognize  the  small  gas- 
tric carcinoma.  These  small  gastric  carci- 
nomas tend  to  simulate  symptoms  of  ulcer. 
They  have  a higher  secretory  rate,  and,  if 
these  are  discovered  and  treated,  the  prognosis 
is  very  good,  if  they  are  resected. 

Diagnostic  Techniques 

What  are  some  of  the  diagnostic  techniques 
which  we  employ?  First  of  all,  the  history. 
A good  one  takes  time,  and  if  carefully  done 
and  with  the  knowledge  of  the  natural  his- 
tory of  the  disease,  a presumptive  diagnosis 
very  often  can  be  made.  Very  often  the 
physical  examination  is  negative,  but  expert 
interpretations  of  signs  will  substantiate  a 
good  history.  X-ray  is  one  single  most  valu- 
able modality,  I think.  However,  this  is  an 
expensive  procedure,  and  it  may  often  deter 
one  from  ordering  gastrointestinal  x-rays  on 
a patient.  Nevertheless,  if  a good  history  and 
physical  examination  suggest  any  abnormali- 
ties at  all,  it,  of  course,  should  be  done. 

Gastroscopy  and  exfoliative  cytology  pro- 
ponents claim  95%  exact  diagnosis  if  these  two 
methods  of  diagnosis  are  used. 

Two  other  important  examinations  in  this 
differential  diagnosis  are  gastric  analysis  and 
stool  examination  for  occult  blood.  There 
are  also  some  newer  enzyme  techniques  which 
perhaps  the  other  discussants  will  talk  about 
which  may  contribute  to  earlier  diagnosis  of 
gastric  carcinoma. 

However,  a continuous  problem  exists, 
whether  this  condition  is  an  ulcerating  car- 
cinoma or  a benign  gastric  ulcer.  If  one  uses 
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all  of  the  aforementioned  techniques  and  keeps 
in  mind  the  higher  incidence  of  carcinoma  in 
men,  and  pernicious  anemia  patients,  and  in 
gastric  polyposis,  then  surgery  is  not  justified 
as  a routine  treatment  for  gastric  ulcer.  If 
good  medical  management  is  instituted,  the 
gastric  ulcer  should  improve  within  three  or 
four  weeks,  as  shown  by  x-rays  with  perhaps 
decrease  of  the  occult  blood  in  the  stool,  and 
negative  cytology.  However,  if  prompt  dra- 
matic response  to  intensive  medical  manage- 
ment does  not  occur,  then  I think  surgery 
is  very  definitely  indicated. 

Gastric  Analysis 

A few  words  about  gastric  analysis.  This, 
of  course,  should  be  done  properly.  The  tube 
should  be  at  the  entrance  to  the  antrum,  and 
it  should  be  checked  by  x-ray.  The  result 
should  have  proper  interpretation.  The  results 
consist  of  the  following:  a normal  gastric 
analysis,  a hyposecretory,  a hypersecretory, 
or  an  achlorhydria,  but  this  is,  of  course,  not 
an  inflexible  classification. 

The  basal  normals  for  men  would  run  any- 
where from  20  to  30  units.  After  histamine 
stimulation,  it  would  run  anywhere  between 
70  and  100  units.  For  women,  the  basal 
would  be  15  to  25  units,  and  after  histamine 
stimulation,  50  to  70  units.  Absence  of  hydro- 
chloric acid  in  one  or  more  of  the  basal  speci- 
mens is  common  in  patients  without  ulcer. 
Anacidity  throughout  the  whole  basal  period 
is  present  in  20%  of  males  and  perhaps  30% 
of  females.  However,  many  more  than  the 
majority  produce  acid  after  histamine  stimu- 
lation. Only  8%  of  healthy  stomachs  will 
show  an  acidity  to  histamine. 

Hyposecretion  is  associated  with  non-Ad- 
disonian  gastritis  and  with  atrophic  gastritis. 
Hyposecretion  may  be  present  with  gastric 
carcinoma.  Hyposecretion  is  the  usual  pattern 
with  benign  gastric  ulcer. 

Achlorhydria  after  stimulation  with  hista- 
mine is  present  in  8%  of  normal  stomachs, 
50  % of  gastric  carcinomas,  and  in  all  instances 
of  pernicious  anemia  sufferers.  The  constant 
demonstration  of  achlorhydria  in  the  presence 
of  a gastric  lesion  constitutes  an  absolute  in- 
dication for  surgery. 


Exfoliative  cytology  is  indicated  if  the 
symptoms  suggest  carcinoma,  but  x-ray  is 
normal.  X-ray  and  cytology  are  the  surest 
clinical  approach  to  diagnosis  of  a carcinoma. 

Adequate  treatment  must  inhibit  gastric 
pepsin,  provide  continous  peptic  inhibition, 
and  neutralize  all  of  the  hydrochloric  acid. 
That’s  a very  difficult  problem,  I think,  to 
attain. 

The  amount  of  antacids  that  are  used  at 
present,  or  in  most  cases,  is  not  sufficient  to 
neutralize  all  the  hydrochloric  acid.  To  get 
adequate  neutralization,  antacids  must  be 
given  every  half  hour,  and  all  through  the 
night,  and  this  must  be  continuous  for  foui 
to  five  months.  Therefore,  recurrent  ulcers 
may  very  well  be  incompletely  healed  ulcers. 

Anticholinergic  Drugs 

Anticholinergic  drugs  are  not  as  valuable 
as  they  are  supposed  to  be.  However,  they 
are  useful,  as  everyone  knows  who  has  treated 
anybody  with  indigestion.  Bland  insipid  diet, 
I think  should  be  liberalized.  Smoking  and 
alcohol  are  traditionally  banned,  but  they 
may  not  be  as  bad  as  supposed.  So  in  many 
cases,  I think  liberalization  of  this  is  indicated. 
Sedatives  I find  very  useful,  whether  they  just 
inhibit  the  cerebral  phase  of  the  secretion,  I 
don’t  know,  but  they  seem  to  be  very  useful. 
Increasing  the  antacids  may  cure  many  of 
these  ulcers  that  are  so  far  not  cured.  How- 
ever, a certain  percentage,  no  matter  what 
the  medical  treatment  is,  will  not  respond  to 
this  or  any  medical  regime. 

As  for  treatment  of  carcinoma,  I think  we’ll 
leave  that  to  other  members. 

Dr.  Gelb:  Thank  you,  Steve.  Well,  the 
ball  is  rolling  ...  as  to  the  diagnosis  and  initial 
treatment  of  patients  who  have  gastric  ulcer 
disease.  Mind  you,  when  I say  gastric  ulcer 
disease,  the  question  is  always  present:  is  this 
gastric  ulcer  a benign  lesion  or  is  this  a malig- 
nant lesion.  I’m  sure  if  we  knew  at  the  onset 
at  the  time  the  symptoms  occur,  at  the  time 
we  made  or  diagnosis,  which  was  benign  and 
which  was  malignant,  there’d  be  no  question 
as  to  the  further  therapy  of  this  particular 
etiological  factor. 
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Dr.  Boines  felt  that  perhaps  some  ventila- 
tion as  to  the  incidence,  the  occurrence,  symp- 
toms of  gastric  ulcer  disease,  pylorospasm  in 
children  might  be  interesting.  Therefore,  Dr. 
Fantazier  will  discuss  these  particular  aspects 
of  the  problem. 

The  Pediatrician  . . . 

Dr.  Fantazier:  The  first  thing — a couple 
of  days  ago,  two  fellow  members  asked  me 
what  I was  doing  on  this  program,  talking 
about  ulcers  and  carcinoma  of  the  stomach 
. . . I didn’t  know  either  ...  I thought  if  I 
were  going  to  be  limited  to  five  minutes,  we 
could  run  through  some  of  the  things  that  do 
occur  in  children. 

When  it  comes  to  neoplasms,  I might  say 
that  they  are  quite  rare.  However,  primary 
carcinoma,  sarcoma,  lymphosarcoma,  lipomas, 
polypoid  adenomas,  teratomas,  have  been  ob- 
served in  children.  That’s  about  as  much  as 
I can  say:  I’ve  never  had  any  in  my  own  prac- 
tice. 

As  far  as  ulcers  are  concerned,  we  might 
say  that  peptic  ulcer  per  se  is  rare  in  children, 
but  when  it  does  occur,  it’s  the  cause  of  serious 
illness.  Peptic  ulcer  has  been  found  in  still- 
borns  and  prematures.  Peptic  ulcers  are  more 
numerous  in  infancy  than  in  childhood.  The 
majority  of  times  they  are  asymptomatic. 
However,  when  they  do  present  symptoms, 
there’s  usually  epigastric  distress  which  may 
be  relieved  by  eating,  or  they  have  a great 
deal  of  pain  at  night.  Once  you  considered 
that  colic.  When  you  come  right  down  to  the 
medical  treatment  of  ulcers,  as  you  gentle- 
men do  in  adults,  our  treatment  is  right 
there  . . . we’re  giving  them  nothing  but  a 
bland  diet,  so  I think  they  probably  occur  a 
lot  more  than  we  reahze,  and  there’s  very 
little  reason  to  x-ray  these  children  for  ulcers 
or  for  suspecting  ulcers. 

Some  of  these  gastric  ulcers  can  present 
some  symptoms  as  malnutrition,  if  they’ve 
been  in  existence  any  length  of  time,  children 
may  have  repeated  gastric  upsets  or  they  can 
exsanguinate,  they  can  have  rather  severe 
hemorrhage.  The  ulcer  in  infancy,  the  severe 
ones  that  have  been  noted,  usually  do  present 
with  severe  bleeding  or  perforation.  Ulcers 


in  later  childhood  are  usually  perforating  or 
stenosing  in  type. 

Ladd  and  Gross  had  a series  of  243  cases 
in  their  book.  They  broke  it  down  into  age 
groups.  There  were  children  that  they  felt 
quite  sure  had  ulcers.  They  broke  it  down 
in  this  manner:  0-2  years  ,a  total  of  94  cases 
of  gastric  ulcer,  9 were  stenosing  in  type,  33 
were  perforating,  45  were  bleeding,  and  7 
had  persistent  painful  ulcer  symptoms.  In 
the  2 to  7 age  group,  there  were  2 stenosing 
in  type,  3 perforating,  10  bleeding,  and  5 with 
persistent  painful  symptoms,  for  a total  of 
20.  In  the  7 to  12  group,  there  were  18 
stenosing,  15  perforating,  8 bleeding,  and  16 
with  persistent  painful  s3rmptoms,  for  a total 
of  57.  They  also  had  the  12  to  15  age  group, 
which  Im  not  going  to  mention,  because  I’m 
getting  out  of  the  pediatric  age  group.  Of 
this  total,  119  underwent  surgery;  the  other 
124  cases,  they  felt  quite  certain,  the  diagnosis 
of  gastric  ulcer  was  reasonably  certain. 

That’s  far  more  than  I or  anybody  around 
here  sees  in  pediatric  practice. 

Symploms  In  Children 

The  most  common  symptom  we  have  in 
early  infancy  or  with  young  children  is  the 
diagnosis  of  pyloric  stenosis  or  pylorospasm. 
I thought  we’d  run  through  this  a bit.  This 
is  a congenital  hypertrophic  stenosis  of  the 
pyloric  musculature  . . . symptoms  consisting 
of  persistent  projectile  vomiting,  visible  gastric 
peristaltic  waves,  constipation,  loss  of  weight, 
a palpably  pyloric  tumor  mass.  It  can  carry 
a high  mortality  unless  it’s  treated  early.  I’ll 
leave  the  pathology  to  the  surgeons,  but  talk 
about  the  symptoms  in  these  children.  These 
children  usually  appear  normal  in  all  respects 
for  the  first  two  or  three  weeks,  at  which  time 
the  initial  symptom  is  vomiting.  After  a few 
da  vs  of  occasional  vomiting,  the  t5qjical  mani- 
festations appear. 

The  pyloric  tumor  is  usually  found  midway 
between  the  umbilicus  and  the  right  costal 
margin,  just  beyond  the  right  rectus  muscle. 
It  may  be  found  beneath  the  lower  lobe  of  the 
hver,  but  usually  is  felt  just  after  vomiting. 
It  can  be  up  to  three-quarters  of  an  inch  long 
and  a half  an  inch  thick.  I must  say  I have 
had  any  number  of  cases  with  pyloric  stenosis 
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but  I do  not  feel  this  tumor  as  often  as  the 
surgeon  does.  I think  we  make  our  diagnosis 
on  the  symptoms  and  the  findings. 

Not  to  say  anything  about  surgeons,  but 
I think  some  of  them  have  pretty  light  fingers 
and  can  feel  these  tumors  ...  I’ve  agreed  with 
them  many  a time  when  I know  I haven’t 
felt  the  tumor  . . . 

In  typical  cases,  however,  there’s  little  dif- 
ficulty in  diagnosis  of  a pyloric  stenosis,  be- 
cause of  its  characteristic  clinical  pattern. 
There  are  gastric  peristaltic  waves,  the  pyloric 
tumor  mass,  gastric  retention,  and  a roent- 
genological examination  after  a barium  meal 
may  be  used,  but  I don’t  think  many  of  the 
pediatricians  resort  to  x-ray  . . . it’s  usually 
a pretty  easy  diagnosis. 

Differential  Diagnosis 

I thought  we’d  talk  about  the  differential 
diagnosis  between  pylorospasm  and  pyloric 
stenosis.  The  pyloric  stenosis  is  usually  in  boys 
about  10  to  1,  and  pylorospasm  is  usually 
found  in  both  boys  and  girls.  The  pyloric 
stenosis  usually  begins  two  to  three  weeks 
i after  birth,  and  pylorospasm  can  occur  any- 
time, and  I think  in  pediatrics  we  treat  pyloro- 
spasm, with  the  tensions  in  children,  in  this 
present  day  and  age,  a great  deal.  In  pyloric 
stenosis,  the  baby  is  normal  for  two  to  three 
j weeks.  In  pylorospasm,  usually  this  baby  is 
1 hypertonic,  and  the  parents  are  usually  hyper- 
tonic. In  pyloric  stenosis,  if  it’s  gone  on  any 
length  of  time,  there’s  usually  marked  de- 
hydration. In  pylorospasm,  there  can  be  de- 
hydration, but  it’s  usually  much  milder.  There 
is  usually  marked  epigastric  peristaltic  waves 
! in  the  infant  with  pyloric  stenosis.  You  can 
see  them  in  pylorospasm,  but  usually  they  are 
gentle,  weak  waves.  In  pyloric  stenosis,  you 
I get  poor  results  as  a rule  with  antispasmodics, 

! belladonna  and  atropine  derivatives.  In 
pylorospasm,  it  helps.  There’s  usually  gastric 
I retention  in  pyloric  stenosis.  There  can  be 

I gastric  retention  in  pylorospasm,  but  not  to 

1 such  a degree.  One  big  factor  in  pyloric  sten- 
osis is  that  there’s  no  bile  in  the  vomitus.  You 
' can  have  bile  in  the  vomitus  with  pylorospasm. 
In  pyloric  stenosis,  the  baby  is  ready  to  eat 
after  he  vomits;  he’ll  eat  as  soon  as  you  can 
put  something  in  his  mouth  again.  Also, 


these  babies  with  pyloric  stenosis  lose  weight 
rather  rapidly.  In  pylorospasm,  the  baby 
usually  will  retain  some  of  its  food,  and  it  may 
gain  some  weight.  Usually,  in  a case  of  py- 
loric stenosis,  medical  treatment  is  of  no  avail; 
the  most  gratifying  thing  is  surgery.  The 
mother  ends  up  with  a mighty  happy  baby 
within  a day  or  two;  he’s  gaining  weight,  and 
everybody’s  happy  ...  I think  that’s  all  I 
have  to  contribute  to  this  program. 

Dr  Gelb:  Dr.  Fantazier,  I think  you  got 
out  of  that  corner  very  well  indeed. 

One  diagnostic  aid  in  gastric  ulcer  disease 
is  a gastrointestinal  series  or  barium  contrast 
X-rays  of  the  stomach.  Now  we  certainly 
rely  upon  our  radiologist  in  this  area  to  tell 
us  some  salient  features.  First  of  all,  what 
we  want  to  know  is  does  this  look  like  a 
benign  ulcer  or  is  this  a malignant  ulcer?  Is 
it  on  the  greater  curvature  or  is  it  on  the 
lesser  curvature?  Does  there  appear  to  be 
any  penetration  or  perforation  posteriorly  in 
the  gastric  wall,  or  is  it  on  the  anterior  wall  of 
the  stomach?  Is  Carman’s  sign  present?  If 
so,  how  reliable  is  it?  In  essence,  what  we 
want  is  a diagnosis. 

Occasionally,  our  kind  radiological  confreres 
can  give  us  this  diagnosis.  What  I want  to 
know  is  in  what  percentage  of  cases  are  they 
sure?  In  what  percentage  of  cases  are  they 
guessing?  What  makes  them  sure?  What 
makes  them  guess?  We  hope  that  Dr.  Olivere 
will  have  some  answers  for  us. 

The  Radiologist  . . . 

Dr.  Olivere;  Thank  you.  Dr.  Gelb.  I’ll 
be  able  to  answer  some  of  your  questions  and 
some  are  going  to  have  to  go  the  way  they 
have  been  ...  As  we  all  know,  radiology  in 
the  last  25  years,  there  has  been  a marked 
change  in  the  diagnosis  of  gastric  ulcer.  We 
can  now  make  a positive  diagnosis  of  gastric 
ulcer,  and  we  do  it  frequently  . . . To  answer 
your  first  question.  I’d  say  that  we  can  make 
a diagnosis  of  gastric  ulcer  positively  whenever 
we  have  the  direct  signs  . . . but  without  the 
direct  signs,  you  don’t  make  a positive  diag- 
nosis . . . Then  you  use  the  indirect  signs  . . . 
but  they  will  point  to  an  area  and  give  you 
.secondary  .signs,  as  we’ll  go  into  later. 
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Gastric  ulcers  are  considered  common  le- 
sions in  man,  now,  but  they  still  occur  only 
one-third  as  frequently  as  duodenal  ulcers. 
Gastric  ulcers  can  be  benign,  or  malignant. 
The  benign  gastric  ulcers  are  usually  single, 
but  can  be  multiple.  However,  in  98%  of 
the  cases  they  are  just  individual  ulcers  . . . 
Frequently,  benign  ulcers  are  associated  with 
changes  in  the  duodenal  cap.  You’ll  find 
other  signs  of  duodenitis,  duodenal  ulcer, 
scarring  of  the  cap,  deformity  of  the  cap, 
hyperthrophic  gastritis.  You’ll  find  other 
signs  along  with  the  changes  of  gastric  ulcer, 
and  these  will  tend  to  suggest  a benign  lesion. 

Malignant  ulcers  have  an  irregular  floor. 
The  floor  of  the  malignant  ulcer  and  the  area 
surrounding  it,  tends  to  be  irregular,  and 
extends  into  the  lumen,  while  the  floor  of 
the  benign  ulcer  tends  to  be  more  smooth,  and 
is  in  line  with  the  wall  of  the  stomach.  In 
examining  the  stomach,  you  may  readily  miss 
a benign  ulcer,  but  you  are  not  apt  to  miss 
a malignant  ulcer,  if  you’re  examining  the 
stomach  specimen  itself  at  the  time  of  opera- 
tion. 

Spasm  around  an  ulcer  usually  indicates 
signs  of  a benign  ulcer.  An  incisura  opposite 
to  the  ulcer  frequently  indicates  that  the  le- 
sion is  benign.  We  find  that  there  is  marked 
thickening  of  the  gastric  rugae  in  both:  you 
may  find  hypertrophic  gastritis  in  gastric 
ulcer,  and  you  may  find  that  irregularity  of 
the  gastric  rugae  near  the  stomach  with  a 
malignant  ulcer,  so  that  is  not  of  much  help. 

Because  of  the  1 % diverticuli  occurring 
near  the  region  of  the  cardia,  we  should  be  on 
the  look-out  for  diverticulum  of  the  stomach. 
Diverticulum  of  the  stomach  is  located  only 
at  the  site  of  the  cardio-esophageal  junction, 
and  it  is  the  result  of  a congential  weakness 
in  the  muscularis  layer  of  the  stomach  in  that 
region,  as  that  the  submucosa  and  mucosal 
layer  will  bulge  out  and  form  a nidus  for  an 
ulcer  or  crater  in  that  region.  These  diver- 
ticuli are  insignificant.  Usually,  they  are 
symptomless,  but  they  may  cause  trouble, 
complications  such  as  ulceration,  hemorrhage, 
perforation,  or  they  may  deveop  malignant 
changes. 


Malignant  Or  Benign? 

As  to  when  ulcers  are  malignant  and  when 
they  aren’t,  I think  that  that  is  the  most 
important  problem  that  we  all  have  to  face. 
I think  the  best  test  we  have  is  to  give  the 
patient  a fair  test  of  treatment  of  his  gastric 
ulcer,  and  if  it  responds  within  a reasonable 
length  of  time,  I think  that  that  means  the 
ulcer  is  benign.  If  the  thing  doesn’t  respond 
with  an  adequate  regime,  after  a month  or 
so,  it  could  readily  be  malignant,  and  you  can’t 
rule  it  out,  because  that  is  one  of  those  cases 
in  the  10%  . . . and  while  most  of  the  cases 
do  respond  to  treatment  and  that  is  one 
that’s  going  to  cut  the  odds  down  to  a whole 
lot  higher  than  10%  . . . and  your  chances 
of  being  on  the  safe  side  or  of  it  being  a malig- 
nant ulcer,  I think,  are  a little  higher. 

The  location  of  benign  ulcers  can  vary 
greatly;  in  1%  of  the  cases,  they’re  located 
in  the  region  of  the  cardia,  while  the  greatest 
majority  of  them  are  located  along  the  lesser 
curvature,  about  82%  of  all  ulcers  being  on 
the  lesser  curvature  at  a point  either  slightly 
anterior  or  slightly  posterior  to  the  lesser 
curvature,  so  that  frequently  they  can  be 
visualized  just  by  rotating  the  patient.  Twelve 
per  cent  of  the  benign  ulcers  are  located  along 
the  anterior  wall,  and  3 per  cent  along  the 
posterior  wall.  These  are  the  tricky  ones; 
they  are  the  ones  that  are  the  hardest  to 
demonstrate,  depending  upon  where  they  are 
located.  Frequently  you  find  a crater;  you 
can  sometimes  see  a fleck  of  barium  if  you’re 
fortunate,  on  the  film. 

Greater  curvature  ulcers  are  usually  con- 
sidered mostly  malignant.  Some  people  say 
that  they’re  always  malignant,  but  this  is  not 
always  true.  Most  of  the  ulcers  on  the  greater 
curvature  are  malignant,  but  benign  ulcers  do 
appear  there.  So  don’t  stick  your  neck  out 
all  the  way  and  say  that  they  can’t  be  benign, 
because  they  can. 

Benign  ulcers  are  diagnosed  by  the  direct 
signs  upon  which  we  depend  or  the  ulcer  niche. 
If  we  consider  the  ulcer  niche  in  a profile  view, 
it  appears  as  a small  protrusion  from  the  lesser 
curvature  of  the  stomach  and  it  protrudes  out- 
side of  the  lumen  of  the  stomach.  In  the 
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erect  position,  these  benign  ulcers  can  show 
fluid  levels,  and  if  you  do  get  that,  that  is  a 
sign  of  a penetrating  ulcer.  It  indicates  that 
the  ulcer  may  be  penetrating  and  the  {>ene- 
trating  ulcers  are  usually  all  benign  lesions. 

The  pattern  that  we  see  when  the  stomach 
is  empty  and  we  are  seeing  the  rugal  folds 
when  we  look  into  the  stomach,  we  can  some- 
times see  a fleck  of  barium  . . . that  is  another 
positive  sign  of  the  ulcer,  and  this  has  small 
striae  or  rugae  extending  out  perpendicularly 
from  the  center,  forming  sort  of  spokes  as 
you  might  have  in  a wheel  . . . The  changes 
which  you  get  on  this  empty  pattern,  you 
also  see  that  there  are  changes  and  thickening 
of  the  gastric  rugae  about  this  area.  It  is 
most  marked  in  this  region  and  associated 
with  thickening  and  edema  of  the  gastric  rugae 
throughout  the  stomach,  as  we  say  the  patient 
has  a hypertrophic  gastritis  in  addition  to  his 
gastric  ulcer,  and  we  frequently  find  that  they 
have  a duodenitis  along  with  it,  and  frequently 
a duodenal  ulcer  and  frequently  a scarring  of 
the  cap.  These  changes  in  the  rugae  some- 
times are  shown  as  spasms  ...  an  area  of 
spasm  around  the  stomach  ...  If  you  have 
an  ulcer  near  the  stomach,  say  in  the  region 
of  the  antrum,  it  frequently  is  associated  with 
a lot  of  marked  spasm,  so  that  that  area  just 
contracts  down  and  it’s  because  of  the  sur- 
rounding area  of  gastritis  and  thickening  of 
the  gastric  rugae.  Another  form  of  spasm 
we  get  is  opposite  to  the  ulcer,  especially 
when  it’s  higher  up  in  the  stomach,  we’ll  have 
a spastic  incisura,  which  may  be  associated 
with  some  degree  of  scarring.  Sometimes  it 
may  advance  to  the  point  where  it  causes  an 
hour-glass  formed  stomach,  even  with  obstruc- 
tion. 

Malignant  gastric  ulcers  may  occur  any- 
where in  the  stomach  and  are  usually  solitary. 
Malignant  ulcers  make  up  a total  of  10%  of 
all  gastric  ulcers.  The  ulcer  is  associated  with 
a tumor  . . . the  tumor  of  the  stomach  grooves 
into  the  lumen  of  the  stomach.  The  fact  that 
it  extends  into  the  lumen  is  the  reason  why 
when  this  ulcerates  that  the  ulceration  per- 
sists and  it  is  always  within  the  line  of  the 
lumen  of  the  stomach,  so  that  is  what  we 
know  about  Carman’s  sign  . . . 


Carman’s  Sign 

In  Carman’s  sign,  we  know  that  the  ulcer 
is  always  inside  the  line  of  the  lumen  of  the 
stomach,  while  in  a benign  gastric  ulcer,  you 
get  something  to  the  contrary.  The  floor  of 
the  benign  ulcer  is  smooth  and  the  ulcer  per- 
forates through  the  wall  and  extends  outside 
of  the  line  of  the  lumen  of  the  stomach.  Peris- 
talsis is  never  seen  to  pass  through  malignant 
infiltration  because  the  malignancy  prevents 
any  contractions  passing  through  this  area. 

Our  problem  is  always  to  determine  whether 
an  ulcer  is  benign  or  malignant  . . . We  can 
say  that  most  benign  gastric  ulcers  heal 
promptly.  You  see  them  heal  in  from  two  to 
four  weeks,  so  that  they  disappear,  and  some- 
times they  don’t,  and  that’s  where  you  run 
into  trouble  . . . but  the  ones  that  respond 
promptly  to  treatment,  we  know  that  they 
are  not  malignant.  Benign  ulcers  tend  to 
have  a greater  ratio  of  depth;  the  ratio  of  the 
depth  to  the  width  is  smaller  in  the  benign 
ulcer  than  it  is  in  the  malignant  ulcer.  A 
malignant  ulcer  is  apt  to  be  more  shallow 
and  wider,  while  the  benign  ulcer  is  apt  to  be 
deeper  and  not  quite  as  wide,  although  again 
we  must  say  the  size  of  the  ulcer  is  of  no 
diagnostic  significance.  You  can  have  big 
benign  ulcers  and  small  malignant  ulcers,  so 
that  is  not  of  any  diagnostic  value. 

The  possibility  of  ulcers  becoming  malig- 
nant— I don’t  think  anybody  knows,  I don’t 
think  anybody  can  say  for  sure  ...  A person 
may  have  an  ulcer  for  years,  and  all  of  a 
sudden,  it  is  a shock  to  find  out  that  the 
thing  is  carcinoma.  Without  a biopsy,  you 
couldn’t  tell  whether  the  original  lesion  was 
a benign  ulcer. 

Dr.  Gelb:  Thank  you  very  much.  Dr. 
Olivere. 

Thus  far,  it  has  been  stated  by  all  the 
panel  members  that  an  important  aspect  in 
the  therapy  of  gastric  ulcer  disease  is  conserva- 
tive medical  management.  Well,  one  can  take 
exception  to  this.  One  can  find  any  percent- 
age in  the  literature  to  argue  for  or  against 
any  case  that  one  may  have.  In  a recent 
issue  of  the  New  England  Journal,  an  article 
coming  from  the  Mayo  Clinic,  a 10  to  20 


August,  1962 


221 


Delaware  Medical  Journal 


year  follow-up  series,  out  of  644  cases  diag- 
nosed gastric  ulcer  disease,  21.7%  had  suc- 
cessful results  from  their  medical  therapy. 
By  successful  results,  we  mean  an  absence  of 
an  ulcer  crater  3 weeks  after  initial  X-ray 
examination,  absence  of  symptoms,  absence  of 
occult  blood  in  the  stool.  Of  course,  we  don’t 
know  how  intensive  their  therapy  was.  I’m 
sure  this  is  a low  figure,  and  I was  very  sur- 
prised to  see  it. 

Now  when  the  complications  of  gastric 
ulcer  disease  arise,  the  gastroenterologist  is 
usually  consulted,  and  we  want  to  know  should 
medical  therapy  be  continued,  should  it  stop, 
does  he  think  this  is  a benign  or  malignant 
ulcer,  does  he  think  this  patient  should  come 
to  surgery,  does  he  have  anything,  in  addi- 
tion, up  his  sleeve  to  add  to  the  medical 
therapy  of  this  patient?  How  long  would  he 
carry  them  on  this  particular  therapy?  How 
does  he  decide  which  patient  should  be  con- 
tinued on  medical  therapy,  and  which  patient 
come  to  surgery?  We’d  be  very  honored  if 
Dr.  Chipman  would  bring  out  some  of  these 
points  in  this  discussion  . . . 

The  Gastroenterologist  . . . 

Dr.  Chipman:  Etiologically,  I can  simply 
say  that  it’s  a biological  trait  in  which  certain 
individuals  have  an  inherent  tendency  toward 
the  formation  of  ulcer  disease.  In  other 
words,  the  X factor.  Now,  as  far  as  gastric 
ulcer,  I have  a few  points  which  I would  like 
to  try  to  jell,  and  go  back  a bit  historically 
when  gastric  ulcer  disease  was  originally  writ- 
ten about  in  the  literature,  just  after  the  turn 
of  the  century.  Many  articles  came  out  in 
favor  of  surgery  for  all  gastric  ulcer  disease. 
This  was  based  on  a report  that  it  was  felt, 
with  the  techniques  of  that  day,  that  approxi- 
mately 70%  of  gastric  ulcers  underwent  malig- 
nant change.  Subsequent  evidence,  as  we  all 
know,  has  proven  this  to  be  wrong,  and  actu- 
ally, malignant  change  or  degeneration  is  still 
a debatable  question  among  pathological 
circles,  but  it  is  felt  by  the  general  trend,  as 
of  1960  and  1961,  to  be  probably  in  the 
neighborhood  of  2%. 

Now  the  inability  to  differentiate  with  cer- 
tainty, leads  further  fuel  to  the  fire  for  the 
surgical  proponents  of  immediate  surgery,  and 


also  the  fact  that  in  recent  years,  the  lower 
surgical  mortality  rate  in  gastric  ulcer  disease, 
which  is  in  the  neighborhood  of  about  1%  to 
2%  in  expert  hands,  has  made  this  thesis 
actually  quite  tenable.  On  the  other  side  of 
the  ledger,  you  have  the  group  that  says 
nothing  but  medical  management,  and  they 
make  an  initial  diagnostic  error  in  the  neigh- 
borhood of  10%.  This,  obviousy,  is  too  great. 
Today,  the  use  of  a good,  intensified  medical 
regimen  has  cut  that  figure  from  10%  down 
to  1%  to  3%,  depending  on  what  article  you 
read,  or  what  series  of  articles.  This,  then, 
brings  the  figures  closer  together  between  one 
group  and  the  other,  so  here  they  are,  and 
they’re  still  going  at  it,  and  we’re  going  at  it 
tonight. 

Medical  Management  vs.  Surgery 

Because  of  this  similarity  in  figures,  argu- 
ments on  either  side  must  then  propose  some- 
thing in  addition  which  they  have  up  their 
sleeves  which  the  other  fellow  cannot  dupli- 
cate. Obviously,  both  tracks,  all  surgical  or 
aU  medical,  is  an  unwise  thing,  at  least  in  my 
opinion.  Radical  surgery  for  all  the  lesions 
is  not  feasible  in  various  areas  of  the  world 
and  of  the  country.  We  are  fortunate,  as  we 
all  know,  in  this  area  in  having  trained  expert 
surgeons,  and  which  I daresay,  if  they  were 
carefully  analyzed,  would  compare  favorably 
with  those  which  are  more  commonly  reported 
in  the  American  literature.  Thus,  after  diag- 
nostic studies,  which  Dr.  Bartoshesky  has  so 
amply  covered,  you  break  it  down  into  one 
of  three  categories  for  purposes  of  reasoning 
the  thing  through. 

One,  the  possible  malignant  ulcer,  probably 
benign  complicated  ulcer  disease,  probably 
benign  uncomplicated  gastric  ulcer  disease. 
Now,  obviously,  prompt  surgery  is  indicated 
where  the  work-up  suspects  that  carcinoma  is 
likely  and  a very  good  probability.  It  is  often 
difficult  to  distinguish  between  category  I and 
II,  a probable  malignancy  versus  the  benign 
ulcer,  complicated.  Those  two  groups,  in  my 
opinion,  should  be  operated  upon,  from  the 
start. 

Class  HI,  namely,  a probably  benign  un- 
complicated gastric  ulcer  disease,  is  the  group 
wherein  there  lies  a definite  potential  value 
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of  intensified  medical  management  in  helping 
to  delineate  between  those  patients  which 
should  and  those  which  should  not  have  sur- 
gery for  their  disease.  Intensified  medical 
therapy  should  embrace,  if  at  all  possible, 
hospitalization  for  a period  of  approximately 
two  weeks  with  a rigid  stomach  rest  program, 
embracing  hourly  feedings  and  hourly  antacid 
with  usual  accepted  anti-cholinergic  therapy 
and  the  elimination  of  aggravating  influences 
such  as  nicotine,  alcohol,  caffeine.  In  addi- 
tion, this  is  helpful  in  removing  the  individual 
from  usual  sources  of  emotional  stress.  In 
some  cases,  it  will  not  be  possible  to  carry 
out  this  ideal  arrangement.  Thus,  the  next 
best  arrangement  would  be  that  of  keeping 
the  patient  off  the  job  and  intensification  of 
medical  therapy  during  a rest  period  at  home. 

Intensified  Medical  Therapy 

Assuming  that  this  is  done,  if  this  is  not 
practical,  which  it  is  not,  I realize,  in  every 
case,  then  an  individual  can  at  least,  for  the 
most  part,  in  our  society  around  Wilmington, 
be  taken  off  the  job  and  treated  intensively 
at  home.  Unless  you  have  some  moron,  actu- 
ally the  majority  of  individuals,  if  they  are 
told  what  the  effect  of  therapy  is  likely  to 
obtain,  and  of  what  value  the  results  may  be, 
the  majority  of  individuals  wiU  be  coopera- 
tive, and  cooperative  to  the  point  where  it 
sometimes  even  surprises  the  physician. 

Now  after  a period  actually  of  2 and  not 
longer  than  3 weeks  of  intensified  medical 
management,  re-evaluation,  principally  by 
X-ray,  as  Dr.  Olivere  has  pointed  out,  if  you 
get  50%  or  better  healing  or  reduction  in  the 
size  of  the  ulcer  crater,  it  becomes  tenable 
then  to  continue  or  pursue  medical  efforts. 
As  has  been  pointed  out,  many  large  ulcers, 
even  larger  than  the  one  that  Dr.  Olivere 
showed  you  on  the  lesser  curvature,  will  heal 
in  that  period  of  time,  at  least  by  roentgen- 
techniques  almost  completely,  if  not  com- 
pletely. However,  complete  healing  is  not 
necessary. 

Failure  to  attain  this  goal,  however,  justifies 
.surgery.  Consequently,  after  this  is  completed, 
two  major  difficulties  often  happen,  practical 
points:  1.  There  is  a refusal  of  the  patient  to 


follow  recommended  procedures  and  they  de- 
fer surgery.  They  feel  good:  “Why  should  I 
have  the  surgeon  remove  my  stomach?”  2. 
A failure  to  adhere  to  a re-evaluation  program 
and  schedule  after  healing  has  occurred.  Now 
these  are  two  important  loopholes,  and  the 
economics  enter  into  the  picture  obviously, 
and  that’s  why  we  can  talk  all  night  and  you’d 
still  have  to  bring  it  back  to  “what  does  this 
individual  situation  warrant?”  Not  only  from 
the  standpoint  of  roentgen  healing,  but  who 
is  the  individual,  what  is  his  cooperative  quo- 
tient, and  what  is  his  financial  quotient?  This 
can  be  an  expensive  disease. 

Most  of  you  who  have  worked  in  clinics 
would  operate  or  suggest  surgery  sooner  on 
those  individuals  than  you  perhaps  would  on 
yourself  or  a private  patient.  This  brings 
out  some  of  the  practical  points  of  what  I’m 
trying  to  drive  home. 

With  the  all-over  statistics  regarding  carci- 
noma and  its  end  result  after  a 5 year  period, 
it  is  unlikely,  in  our  present  state  of  knowl- 
edge, that  those  two  or  three  weeks  really 
have  much  influence  on  the  course  of  the 
disease  if  it  proves  to  be  carcinoma  when  the 
patient  is  operated  on  in  the  third  week.  It 
is  possible  to  heal  a carcinoma  ulcer  with  pro- 
tracted medical  therapy.  There’s  no  question 
about  it.  This  is  where  pitfalls  come  in  and 
the  errors  occur,  but  it  is  important  to  re- 
member some  of  the  points  brought  out  by 
Dr.  Olivere  that  in  re-evaluation  by  X-ray 
to  remember  what  has  been  the  manner  of 
therapy,  what  does  the  base  of  the  ulcer  look 
like,  not  only  the  depth  of  the  crater,  and 
furthermore,  is  this  individual  willing  to  pur- 
sue an  adequate  follow-up  program  ...  If 
these  individuals  are  not  willing,  obviou.sly, 
the  philosophy  is  safer  to  operate.  It’s  better 
to  be  safe  than  sorry. 

Dr.  Gelb:  Dr.  Chipman,  thank  you  for  a 
very  practical  and  very  concise  review  of  these 
problems. 

Now  when  all  of  these  modalities  of  therapy 
are  to  no  avail,  and  we  have  the  patient  who 
has  not  healed  his  ulcer  adequately  after  three 
to  four  weeks  of  therapy,  or  in  the  patient 
who  is  back  with  a recurrence,  or  with  evi- 
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dence  of  bleeding,  obstruction,  pain,  then  we 
call  upon  the  surgeon.  We’d  like  to  know 
from  the  surgeon,  first  of  all,  does  he  agree 
with  this  thesis? 

Does  he  think  the  patient  ought  to  be  treat- 
ed for  two  weeks  and  then  re-evaluated?  Does 
he  agree  with  this,  or  does  he  think  that  all 
patients  with  gastric  ulcer  disease  ought  to 
come  to  surgery?  Second  of  all,  if  they  do 
come  to  surgery,  what  are  his  results?  Also, 
what  does  he  do  at  the  time  of  surgery?  How 
much  stomach  does  he  remove?  What  are  his 
long-term  results  as  far  as  recurrence  is  con- 
cerned? Also,  of  course,  what  is  his  morbidity? 
I’m  sure  Dr.  Hughes  has  some  of  these 
answers  for  us. 

The  Surgeon  . . . 

Dr.  Hughes:  After  hearing  Dr.  Chipman 
speak,  hearing  his  very  kind  attitude  toward 
surgeons,  I would  say  that  he  is  the  surgeon’s 
gastroenterologist. 

This  has  been  re-hashed  by  our  medical 
conferences,  and  the  sum  and  substance  is 
that  primary  treatment  for  gastric  ulcer  is 
medical,  and  I agree  wholeheartedly  with  Dr. 
Chipman.  However,  certain  of  these  ulcers 
should  be  treated  by  the  surgeon  when  the 
following  indications  are  present: 

1.  The  ulcers  that  are  complicated,  and  of 
course,  all  acutely  perforated  gastric  ulcers. 

2.  All  gastric  ulcers  that  cause  an  hour- 
glass deformity  of  the  stomach. 

3.  All  gastric  ulcers  that  have  had  a massive 
hemorrhage  in  the  past,  even  though  the  pa- 
tient is  not  bleeding  at  present,  or  showing 
only  small  amounts  of  occult  blood  in  the  stool. 

4.  The  gastric  ulcer  that  has  an  exsanguin- 
ating hemorrhage  which  is  causing  the  patient 
to  lose  blood  more  rapidly  than  we  can  re- 
place it.  We  certainly  would  operate  on  this 
patient,  most  particularly,  if  he’s  over  45, 
because  ulcers  usually  don’t  stop  bleeding 
when  a patient  is  over  that  age.  If  the  bleed- 
ing is  so  serious  in  a younger  individual,  he 
should  have  surgery. 

5.  The  gastric  ulcer  associated  with  exces- 
sively high  acidity  of  the  gastric  juice.  I 
think  Dr.  Chipman  will  agree  that  an  ulcer 
of  this  type  probably  won’t  heal,  and  we  have 


no  fear  from  X-ray  follow-up.  If  it  heals, 
well  and  good,  but  the  chances  are  it  won’t 
and  will  probably  come  to  surgery. 

6.  Any  gastric  ulcer  that  is  associated  with 
with  achlorhydria  and  a crater  of  this  is 
demonstrated  by  X-ray.  This  would  be  very 
suspicious  of  malignancy. 

7.  Any  gastric  ulcer  roentgenographically 
demonstrated  to  be  on  the  greater  curvature. 
We  know  that  80%  to  90%  of  these  gastric 
ulcers  occur  on  the  lesser  curvature  proximal 
to  the  incisura  angularis  and  2.5  distal  to  the 
cardio-esophageal  junction.  Any  gastric  ulcer 
demonstrated  to  be  distal  to  the  incisura 
angularis,  in  other  words,  in  the  antrum  of 
the  stomach,  should  have  surgery,  particularly 
where  you  have  a Carman’s  sign. 

8.  Any  gastric  ulcer  that  does  not  show 
X-ray  evidence  of  healing  after  three  weeks 
of  medical  treatment,  or  even  if  it  improves 
initially,  persists  for  over  a month. 

9.  Any  gastric  ulcer  which  is  exceptionally 
large.  What  do  we  do  when  we  operate  for 
a gastric  ulcer?  This  is  what  we  attempt  to 
do  at  surgery — remove  the  antrum,  and  prob- 
ably a little  of  the  fundus.  Close  off  all  of 
the  stomach  except  the  lower  2.5  cm.  along 
the  greater  curvature  and  leave  that  open  to 
receive  the  duodenum.  This  is  a Bilroth 
No.  1.  One  can  put  in  two  layers  of  sutures, 
and  if  desired,  one  can  put  four  layers  of 
sutures  in  the  anastomosis.  A Levine  tube  is 
put  down  to  pass  through  the  anastomosis 
into  the  duodenum.  One  of  the  worst  things 
that  can  happen  to  us  is  have  one  of  these 
anastomoses  perforate  and  that  is  a definite 
possibility.  Therefore,  the  techniques  with  a 
Bilroth  I should  be  more  precise  than  in  the 
Bilroth  II.  This  anastomosis  is  called  the 
Hoffmeister  modification  of  the  anterior  Polya 
gastric  resection. 

Now  there’s  great  argument  back  and  forth, 
between  the  surgical  members  of  the  fra- 
ternity, about  whether  you  should  do  anti- 
peristaltic  or  peristaltic  anastomosis.  This  is 
a very  graphic  illustration  of  why  you  should 
not  do  an  antiperistaltic  anastomosis.  The 
law  of  gravity  is  still  in  effect,  and  if  you  do 
an  antiperistaltic  type  of  anastomosis,  you 
have  a pocketing  of  the  duodenal  contents  and 
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the  gastric  remnant  is  filled  with  secretions 
which  perhaps  spill,  going  down  into  the  effer- 
ent loop  of  the  jejunum. 

This  is  the  anastomosis  that  I like  to  do, 
with  a little  modification.  I don’t  use  the 
whole  edge  of  the  stomach;  I close  most  of  it, 
(a  Hoffmeister  modification),  but  I bring  the 
afferent  loop  along  the  edge  of  the  lesser  curva- 
ture and  anstomose  it  there,  and  then  the 
efferent  loop  is  brought  down  along  the  greater 
curvature,  so  that  the  opening  is  here  and 
there  is  less  pocketing  of  fluid  in  the  gastric 
remnant. 

Statistics 

In  a series  of  about  202  patients,  taken 
from  an  article  which  Doctor  Woodward  pre- 
sented in  “North  American  Surgical  Clinics,” 
he  advocated  that  you  take  x-ray  films  two 
weeks  after  you  start  medical  treatment. 
Those  that  healed  promptly  and  remained 
healed  were  83  cases.  Those  that  healed 
promptly,  but  recurred,  all  benign,  were  21 
cases.  Ninety-eight  failed  a test  of  healing; 
there  was  stiU  an  ulcer  present  after  about 
four  to  six  weeks  of  treatment.  These  came 
to  surgery,  and  of  these,  89  were  benign,  and 
nine  were  malignant,  so  that  would  give  a 
malignant  percentage  of  about  5%. 

The  histopathology  of  gastric  ulcers  is  dif- 
ferent than  that  of  duodenal  ulcers.  I think 
Dr.  Chipman  will  agree  to  this.  However,  if 
you  have  a duodenal  ulcer  present  along  with 
a gastric  ulcer,  you  must  treat  the  patient  as 
though  the  patient  has  a duodenal  ulcer  and 
do  a conventional  three-quarter  subtotal  gas- 
trectomy. That  is  what  I would  do  in  such 
a case.  Of  course,  with  a gastric  ulcer,  you 
do  not  have  to  remove  as  much  stomach. 

Now  we’ll  go  on  to  carcinoma  of  the  stom- 
ach. Between  the  incisura  angularis  and  the 
pylorus,  90%  of  the  gastric  carcinomas  occur. 
The  rest  of  them  occur  along  the  greater 
curvature. 

The  Mayo  Clinic  reviewed  their  work  with 
patients  with  gastric  cancer  between  1907  and 
1916  and  between  1940  and  1949.  Sixty  per 
cent  in  this  former  group  came  to  laparotomy, 
whereas  from  1940  to  1949,  80%  came  to 
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laparotomy.  In  the  first  group  22%  had  re- 
sections of  the  stomach,  whether  palliative 
or  curative,  and  at  the  later  period,  44%.  In 
the  early  group  seven  per  cent  of  the  patients 
survived  three  years,  whereas  18^^  survived 
three  years  in  the  later  group.  In  the  later 
group,  14%  survived  five  years,  so  you  see 
the  surgery  for  gastric  carcinoma  is  obtaining 
better  results.  I think  most  surgeons  like  to 
do  a radical  subtotal  gastrectomy  in  which 
they  remove  at  least  three-fourths  of  the  stom- 
ach, or  remove  all  of  the  dundus  and  just  leave 
a little  tag  of  the  cardia,  remove  all  of  the 
omentum,  (the  gastro-colic  and  the  gastro- 
hepatic),  the  spleen  and  the  first  part  of  the 
duodenum.  If  the  carcinoma  is  up  in  the 
fundus  or  the  cardiac  area,  total  gastrectomy 
is  the  procedure  of  choice. 

The  Lahey  Clinic  reported  the  results  of 
their  studies.  They  had  1,930  cases  of  gastric 
carcinoma  with  resections.  Resections  ran 
anywhere  from  45%  to  65%.  Five  year  sur- 
vival was  from  11%  to  24%.  Ten  year  sur- 
vival was  from  7%  to  15%.  If  you’re  inter- 
ested in  the  incidence  of  cancer  in  the  Lahey 
Clinic,  it  seems  to  be  dropping.  The  peak 
year  was  1945-1949  and  since  that  time  it’s 
lower. 

Palliative  resections  were  anywhere  from 
6%  to  18%  and  the  curative  resections  ran 
from  38%  to  41%.  The  survival  rate  for 
five  years  was  12%  to  32%,  and  7%  to  20% 
for  ten  years’  survival.  So  that  is  much  bet- 
ter than  lung  cancer  statistics. 

In  curative  resections,  the  five  year  sur- 
vival was  30%  to  24%.  Now  this  is  the  num- 
ber on  whom  they  did  total  gastrectomies. 
In  1949,  they  did  32%  of  their  cases,  and  in 
1958,  they  jumped  up  to  43%.  The  average 
is  30%  and  this  varies  from  16%  in  1954  to 
a high  of  44%  in  1955.  These  resections  were 
curative. 

If  there’s  lymph  node  involvement,  they  had 
a five  to  ten  year  survival  of  7.2%,  and  if  the 
nodes  are  not  involved,  34.8%. 

The  total  gastrectomies  carry  a mortality 
that  is  twice  as  high  as  your  partial  gastrec- 
tomies. 


References  will  be  supplied  by  the  Journal  on  request. 
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THE  VIRAL  DIAGNOSIS  OF  POLIOMYELITIS 


* This  article  shows  the  importance  of  an  accurate 
viral  diagnosis  of  poliomyelitis.  Many  diseases 
simulate  poliomyelitis  in  its  early  stages.  Delay  in 
making  an  accurate  diagnosis  may  be  dangerous 
for  the  patient  with  a disease  for  which  there  is 
specific  therapy. 


George  J.  Boines,  M.D. 


There  are  few  diseases  that  create  as  much 
panic  and  fear  in  a community  as  poliomye- 
litis. This  emotional  reaction  is  increased  by 
the  sight  of  a few  poliomyelitis  victms  in 
schools  or  neighborhoods.  For  these  reasons 
it  becomes  imperative  to  make  an  early  and 
accurate  viral  diagnosis. 

Before  tissue  cxilture  techniques  for  the 
isolation  of  poliomyelitis  viruses,  the  physi- 
cian based  his  diagnosis  on  the  history  and 
physical  examination  of  the  patient  with 
special  attention  given  to  changes  in  the  neu- 
romuscular system,  such  as  localizing  the 
nerves  involved,  muscle  spasm,  tenderness, 
weakness  and  limitation  of  joint  motion. 

The  regular  hospital  laboratory  excludes 
bacteriologic  infections  and  reports  on  spinal 
fluid  changes.  If  the  findings  are  positive 
the  information  is  nonspecific  because  similar 
changes  are  seen  in  a large  number  of  central 
nervous  system  nonbacterial  entities,  and  with 
negative  findings  poliomyelitis  cannot  be  ex- 
cluded because  25  per  cent  or  more  of  the 
patients  present  normal  spinal  fluid. 


Dr.  Boines  is  Director.  Department  of  Medicine,  St.  Francis 
Hospital;  Attending  Chief  Communicable  Diseases,  Wilmington  Gen- 
eral and  St.  Francis  Hospitals;  former  Director  of  the  Virus  Labora- 
tory of  Delaware,  Inc. 


Difficulty  In  Making  Diagnosis 

In  Table  I the  symptoms  on  the  left  are 
not  found  in  poliomyelitis  and  on  the  right 
are  listed  the  diagnosis  finally  established  in 
patients  admitted  to  our  poliomyelitis  units 
since  1941. 

It  is  now  well  documented  that  any  of  the 
enteroviruses  may  produce  clinical  poliomye- 
litis-like symptoms.  These  include  the  three 
well-known  poliomyelitis  types  which  may 
cause  sub-clinical,  abortive,  nonparalytic  and 
paralytic  (spinal  or  bulbar)  disease;  the  Cox- 
sackie  A and  B groups,  and  the  ECHO  (En- 
teric cytopathogenic  human  Orphan)  viruses. 
Any  one  or  combination  of  these  have  been 
isolated  in  children  and  adults. 

Viral  Tests 

It  is  not  practical  to  do  viral  tests  on  all 
patients  presenting  one  or  more  clinical  symp- 
toms of  enteroviruses.  However,  a virus 
laboratory  can  do  spot  checks  and  give  such 
information  to  health  authorities  who  could 
undertake  epidemiologic  investigations,  insti- 
tute controls  and  preventive  measures,  and 
recommend  communitywide  vaccination  pro- 
cedures. 

Poliomyelitis  is  essentially  a medical  prob- 
lem. Although  there  are  no  specific  drugs  for 
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TABLE  I 


Signs  NOT  Conditions  often  confused 

usually  seen  in  with  Poliomyelitis  during 

Poliomyelitis  outbreaks  of  the  Disease 


1.  Rash  of  any  kind 


2.  Swollen  lymph  or 
salivary  glands 

3.  Swollen  joints 

4.  Localized  joint  or 
bone  tenderness 


5.  Bleeding  gums 

6.  Unilateral  or  bila- 
teral eyeground 
changes 

7.  Positive  blood  or 
spinal  fluid  serology 

8.  Purulent  spinal 
fluid 


9.  Hemorrhagic  or 
xanthochromic  spinal 
fluid 


10.  Convulsions 


11.  Extreme  drowsiness 
without  muscle 
spasm  or  paralysis 

12.  Sensory  changes  to 
heat,  cold,  pain, 
touch  vibration, 
or  position  sense, 
with  muscle  weak- 
ness or  paralysis 


Meningococcic  meningitis 
with  petechia. 

Rocky  Mountain  spotted 
fever 

Infectious  mononucleosis, 
neuroblastoma,  mumps 
meningoencephalitis 

Acute  arthritis, 
rheumatic  fever 

Bone  tumors,  osteomye- 
litis, rickets,  scurvy,  tuber- 
culosis, epiphysitis,  cervi- 
cal or  lumbar  herniated 
disk,  fractured  clavicle. 

Blood  dyscrasia,  scurvy 

Brain  tumor  or 
brain  abscess 

Congenital  or  acquired 
syphilis 

Influenzal,  meningococcic, 
pneumococcic,  staphylo- 
coccic or  streptococcic 
meningitis 

Ruptured  cerebral 

aneurysm 

cerebral  accident 

tumor  in  brain  or  spinal 

cord 

Encephalitis,  epilepsy, 
meningitis,  mumps, 
meningoencephalitis 
cerebral  thrombosis 
tuberculous  meningitis 
lead  encephalitis 
tetanus 

Diabetic,  uremic  or 
encephalitic  coma 

Arachnoiditis 
brain  tumor,  hysteria 
disk  syndrome,  peripheral 
neuritis,  peroneal  nerve 
palsy  due  to  syphilis, 
spinal  cord  tumor,  syring- 
omyelia, transverse  mye- 
litis, multiple  sclerosis 
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13.  Extreme  weakness 
without  muscle 
paralysis 

14.  Septic  temperature 


15.  Symmetrical 
paralysis 

16.  Jaundice 


17.  Other  conditions 

mistaken  for  polio- 
myelitis 


Muscular  dystrophy 
myasthenia  gravis 
progressive  muscular 
atrophy 

Influenza,  pneumonitis, 
septicemia.  Still’s  disease, 
subacute  bacterial 

Guillain-Barre  syndrome, 
amytrophic  lateral  scler- 
osis 

Acute  viral  hepatitis 
Weil’s  disease  (leptospir- 
osis) 

Acute  appendicitis 
aseptic  meningitis,  Cox- 
sackie  and  ECHO  viral  in- 
fections, Bell’s  palsy, 
laryngo  tracheobronchitis 
lympholytic  choriomenin- 
gitis, Newcastle  disease 


its  treatment,  an  early  viral  diagnosis  will  aid 
the  physician  in  instituting  therapeutic  pro- 
cedures which  have  proved  their  value  in 
preventing  and  minimizing  damaging  deformi- 
ties. 

The  viral  tests  performed,  the  specimens 
required  for  poliomyelitis  and  poliomyelitis- 
like diseases  and  the  time  for  their  collection 
are  outlined  in  Table  II.  Specimens  should 
be  collected  under  aseptic  precautions.  No 
preservative  or  fixative  is  needed.  All  speci- 
mens are  placed  in  the  freezer  except  blood 
which  is  kept  in  the  refrigerator. 

The  value  of  confirming  the  presumptive 
clinical  diagnosis  of  poliomyelitis  by  viral 
isolation  is  clearly  illustrated  in  135  patients 
by  viruses  recovered  in  tissue  culture  from 
stools,  spinal  fluid,  throat  swabs,  and  con- 
firmed by  serology  tests  in  our  virus  laboratory 
during  1959-1961.*  Of  these,  14  were  polio- 
myelitis and  the  remaining  121  were  other 
poliomyelitis-simulating  diseases:  Poliomye- 
litis Type  I — 3;  Type  II — 2;  Type  III — 5; 
Type  III  with  Coxsackie — 4;  Coxsackie — 49; 
Coxsackie  with  ECHO — 2;  Lymphocytic 
Choriomeningitis — 10;  Adenovirus — 29;  Lead 
Encephalitis — 1;  ECHO — 16;  Tetanus — 1; 
Mumps  Meningoencephalitis  in  adults — 10; 
in  children — 3. 


*The  Virus  Laboratory  of  Delaware,  Inc.  — organized  and  operated 
under  the  directorship  of  George  J.  Boines,  M.  D.  — was  turned 
over  in  1961  to  the  State  Board  of  Health  to  continue  Virology 
in  its  laboratories,  Dover.  Delaware,  sponsored  by  the  Jay  Hughes 
Medical  Research  Foundation. 
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TABLE  II 

DIAGNOSTIC  VIRAL  TESTS  FOR  POLIOMYELITIS 


Serologic  Tests 

Blood  Specimens 

Required* 

Disease  CF* 

Neutral* 

Specimens  Required 
HI*  for  Tissue  Cultures 

Acute  Convalescent 

Poliomyelitis  . . 

X 

X 

Feces,  throat  wash, 
spinal  fluid 

Immediately 

two-to-four 
weeks  later 

Coxsackie 

X 

X 

Feces,  throat  wash, 
spinal  fluid 

Immediately 

two-to-four 
weeks  later 

Aseptic 

meningitis  .... 

X 

X 

Feces,  spinal  fluid 

Immediately 

two-to-four 
weeks  later 

ECHO  

X 

X 

Feces,  throat  wash, 
spinal  fluid 

Immediately 

two-to-four 
weeks  later 

Ljrmphocytic  cho 
riomeningitis 

X 

X 

Whole  blood 

Immediately 

two-to-four 
weeks  and 
eight  weeks 
later 

Encephalitis  . . . 

X 

X 

X Whole  blood,  spinal  fluid 

Immediately 

two-to-four 
weeks  later 

Mumps  meningo- 
encephalitis . . 

X 

X Whole  blood,  spinal 
fluid,  saliva 

Immediately 

two-to-four 
weeks  later 

* Take  the  first  specimen  on  suspicion  of  a virus  disease  in  order  to  compare  the  rise  of  antibody  titers 
in  the  serum  of  the  paired  specimens.  Whole  blood,  10  to  20  cc.,  is  collected.  In  case  of  fatalities,  obtain 
brain  specimen  in  sterile  container  without  any  fixative. 

* CF — complement  fixation 

* Neutral — neutralization 

* HI — Hemaglutination  Inhibition 


Summary 

1.  A virus  laboratory  is  a vital  link  and  a 
new  modality  in  the  present  day  diagnostic 
araiamentarium  of  a hospital  and  physician. 

2.  There  are  many  diseases  which  simulate 
poliomyelitis  in  its  early  stages,  therefore 
there  is  a large  margin  of  error  in  making 
etiologic  diagnoses. 

3.  The  anxiety  created  in  the  patient  and 
his  family  is  too  damaging  for  the  physician 


to  make  a diagnosis  on  clinical  symptoms 
alone. 

4.  Virology  is  becoming  a very  important 
science  encompassing  many  fields  of  human 
disease.  The  fluorescent  method  of  detecting 
poliomyelitis  antibodies  within  a matter  of 
hours  is  now  being  perfected. 

5.  Negative  viral  studies  in  patients  simu- 
lating poliomyelitis  stimulate  the  physician  to 
extend  his  investigations  in  making  a diag- 
nosis. 
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WORRY,  ANXIETY  AND  FEAR 

An  Effective  Means  of  Prophylaxis  and  Treatment 


There  are  tens  of  thousands  of  emotionally  disturbed  per- 
sons outside  of  hospitals  in  our  state,  most  of  whom  can  be 
helped  by  some  relatively  simple  psychological  technique.  We 
must  somehow  involve  more  physicians  in  learning  how  to  help 
their  fellowmen  by  short-term  psychothei-apy  methods.  The 
following  paper  is  an  example.  Merton  A.  Berger,  Executive 
Director,  Mental  Health  Association  of  Delaware. 


Peter  J.  Olivere,  M.D. 


Modern  day  civilization  demands  of  man 
a definite  price  for  its  benefits.  This  price  is 
the  general  increase  in  anxiety  and  the  stress 
of  living,  which  causes  a marked  increase  in 
the  occurrence  and  severity  of  emotional  dis- 
orders that  one  must  learn  to  overcome.  The 
degree  to  which  the  individual  learns  to  con- 
trol these  factors  will  vary  from  person  to 
person,  and  is  within  his  control. 

Incidence 

Emotional  disorders  have  been  known 
throughout  all  civilizations  as  far  back  as 
history  has  been  recorded,  and  are  found 
universally  in  our  own  times. 

The  caseload  of  the  average  general  practi- 
tioner shows  that  approximately  one-third  of 
his  patients’  complaints  are  of  purely  emo- 
tional disorders,  a second  one-third  have  a 
predominance  of  emotional  symptoms  along 
with  .some  disease  processes. 

Present  Status  Of  Treatment 

Treatment  of  emotional  disorders  is  gener- 
ally conceded  to  be  inadequate  because  of  the 
insufficient  number  of  psychiatrists  to  carry 
the  load.  The  general  practitioner  bears  the 
brunt  of  the  burden  of  treating  these  cases. 


Dr.  Olivere  is  Chief  of  Radiology,  St.  Francis  Hospital,  Wilming- 
ton. 


and  because  of  the  lack  of  time  and  of  an 
effective  method  of  treatment,  the  results  are 
usually  unsatisfactory,  and  only  temporary  for 
the  most  part. 

The  author’s  method  of  treating  emotional 
disorders  is  aimed  for  use  by  the  general  prac- 
titioner. It  is  a simple  system  of  thinking  that 
is  readily  acceptable  to  the  patient,  can  be 
quickly  implemented,  and  lends  itself  to  fre- 
quent reviews  by  the  patient,  removing  or 
diminishing  the  number  of  relapses. 

Principles 

Basically,  this  system  treats  emotional  dis- 
orders by  recognition  of,  and  directing  atten- 
tion toward,  the  following  six  steps,  and  their 
practical  application: 

1.  Worry  is  the  underlying  cause  of  all  fear, 
tension,  and  emotional  disorders. 

2.  Worry  is  prolonged  deliberation  on  matters 
about  which  one  can  do  nothing,  or  deliber- 
ation on  matters  that  one  can  do  something 
about,  but  doesn’t,  or,  any  conflict  between 
the  conscience,  and  intellect  or  will. 

3.  Worry  is  a bad  thinking  habit,  and  results 
in  indecision. 

4.  Worry  can  be  cured  by  overcorrection  and 
substitution  of  a good  thinking  habit,  de- 
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cisive  thinking. 

5.  Development  of  decisive  thinking  is  the 
key  principle  of  this  system  of  thinking. 
Like  the  development  of  any  new  habit, 
frequent  review  and  repeated  application 
over  a long  period  of  time  is  necessary  for 
it  to  become  deeply  ingrained  in  the  person- 
ality and  to  replace  worry  completely. 

6.  Removal  of  worry  will  result  in  disappear- 
ance of  tension  and  the  psychosomatic  and 
emotional  disorders. 

These  principles  are  demonstrated  to  the 
patient,  and  their  application  in  his  case 
proven  to  him  by  means  of  reason,  logic,  and 
examples. 

Technique 

First,  it  is  essential  to  do  a complete  physi- 
cal examination  to  rule  out  pathology,  and  be 
able  to  assure  the  patient  that  his  trouble  is 
not  the  result  of  physical  disease.  Next,  make 
a general  survey  of  the  patient’s  symptoms. 

Next,  each  rule  and  principle  will  be  pre- 
sented and  studied  carefully  until  it  is  fully 
accepted  and  applied  to  himself.  After  the 
last  point  has  been  fully  accepted,  proceed  to 
the  next  one,  until  all  the  principles  and  rules 
are  understood  and  accepted. 

Decisive  thinking,  the  key  principles  in  the 
plan,  is  the  ability  to  make  prompt  decisions 
and  to  accept  reality  as  it  is,  whether  it  is  to 
our  liking  or  not.  After  examining  each  idea 
or  problem  clearly  and  objectively,  a prompt 
“yss”  or  “no”  decision  is  made  to  the  best  of 
our  ability.  If  all  the  information  necessary 
for  decision  is  not  available  at  the  moment, 
the  problem  is  held  in  abeyance  until  the 
necessary  information  is  available.  Upon 
making  a decision,  it  must  be  accepted  in  the 
light  of  the  fact  that  it  was  the  best  decision 
that  could  be  made  at  the  time. 

Restoring  the  patient’s  ability  to  make 
prompt  decisions  will  give  development  of 
confidence  a big  boost.  More  confidence  will 
further  help  to  correct  the  worry  habit. 

Demonstrate  to  patient  how  to  handle  a 
typical  problem  that  is  bothering  him  by  a 
thorough  and  realistic  examination  of  the 
problem  which  will  simplify  the  understanding 


of  it  and  show  how  it  can  be  solved  by  apply- 
ing the  rules  of  decisive  thinking.  Next,  have 
the  patient  demonstrate  his  ability  to  solve 
other  problems,  using  the  same  principles,  and  s 
by  interjecting  corrections  as  necessary.  | 

Results 

The  simplicity  and  effectiveness  of  this  sys-  j 
tern  of  thinking  may  make  it  difficult  to  be- 
lieve and  accept  at  first,  but  it  is  this  very 
.simplicity  which  makes  it  so  easy  to  practice.  j 

Immediate  results  are  clearly  seen  almost  ■ 
simultaneously  with  the  patient’s  acceptance 
of  the  principles  and  willingness  to  follow 
them. 

Long  term  results  will  remain  excellent,  , 
provided  the  patient  faithfully  follows  the 
rules  for  an  extended  period  of  time  until  the 
new  habit  has  been  deeply  ingrained  in  the  | 
personality.  i 

Good  to  excellent  results  have  been  ob- 
tained in  over  two  hundred  patients  with  a ' 
wide  range  of  symptoms  involving  the  gastro- 
intestinal tract,  cardiovascular  system,  and 
various  nervous  syndromes,  such  as  headaches, 
stuttering,  depression,  immaturity,  inferiority,  ! 
overeating  with  overweight,  anxiety,  fear  and 
agitation.  Less  than  10%  of  patents  examined 
were  refractive  or  would  not  accept  the  method 
after  a real  trial.  These  were  readily  recog-  \ 
nized  at  the  first  conference.  | 

Results  may  not  be  100%  cure  or  correc- 
tion of  fault  or  personality,  but  a sufficient  P 

change  will  be  brought  about  to  permit  the  • 

patient  to  carry  on  a normal  healthy  life,  and 
be  happy.  This  system  of  thinking  results  in  i 
no  limitation  of  the  patients’  work  ability,  ac- 
ceptance of  responsibility,  or  religious  beliefs, 
but,  to  the  contrary,  makes  it  possible  for  him 
to  do  more  and  better  work,  and  to  accept 
more  responsibility  with  less  strain  on  himself.  |j 

Conclusion  | 

This  is  a simple,  logical  system  of  treating 
emotional  disorders,  which  is  successful  be-  ' 
cause  its  principles  are  so  acceptable  to  the 
patient.  It  builds  up  his  ego,  and  confidence,  I 
and  removes  his  feeling  of  insecurity  and  in-  I 
feriority,  and  changes  his  general  negative 
attitude  toward  life  to  a positive  attitude 
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with  a bright  outlook  of  life.  This  is  done 
simply  by  the  correction  of  a bad  thinking 
habit — worry — and  the  application  of  decisive 
thinking. 

It  is  recommended  that  the  following  in- 
formation be  given  to  the  patient  as  a Review 
Sheet  for  the  necessary  regular  reviews.  Pre- 
ferably, the  printing  should  be  such  that  it 
may  be  confined  to  one  sheet,  single-spaced. 

TREATMENT  PRINCIPLES  FOR  THE  PATIENT 
Review  Sheet 

Worry  is  the  underlying  cause  of  all  ten- 
sion, fear,  and  emotional  disorders.  Remove 
worry  and  the  emotional  disorder  will  disap- 
pear. 

Worry  is  prolonged  deliberation  on  matters 
that  we  can  do  nothing  about,  or  deliberation 
on  matters  that  we  can  but  do  nothing  about, 
and  includes  any  conflict  between  the  con- 
science, intellect,  and  will.  Worry  is  a bad 
thinking  habit  and  not  a sign  of  inferiority, 
inadequacy,  or  developing  insanity. 

Worry,  like  any  habit,  can  be  broken  by 
overcorrection  and  substitution  of  a good  habit 
— Decisive  Thinking — which  is  the  habit  of 
making  prompt  “yes”  or  “no”  decisions  about 
all  problems,  after  realistic  and  objective 
study  of  each  in  turn.  When  necessary  infor- 
mation is  not  available  file  the  problem  until 
the  information  is  available.  Learn  to  live 
with  your  decisions  and  their  consequences 
by  facing  reality. 

Self-criticism  is  self-destruction  and  is  al- 
ways harmful,  and  must  be  differentiated 
from  constructive  criticism. 

Developing  good  thinking  habits  to  the 
point  where  they  become  deeply  ingrained  into 
the  personality  requires  constant  repetition 
of  the  new  habit  over  a long  period  of  time. 
Achieve  this  by  several  daily  reviews  of  this 
sheet  for  weeks,  and  by  the  use  of  a saying 
or  symbol  placed  prominently  as  a reminder  of 
the  rules.  Most  important  are  the  regular 
nightly  periods  of  conscientious  selfstudy  with 
application  of  these  rules  and  decisive  think- 
ing test  to  each  unsolved  or  disturbing  prob- 
lem of  the  day.  The  more  clearly  and  objec- 


tively the  problem  is  outlined,  the  easier  it  is 
to  make  a decision.  “Slipbacks”  may  occur  at 
first,  but  the  frequent  reviews  will  quickly 
uncover  them  so  that  they  can  be  promptly 
corrected  by  reapplication  of  the  rules.  Just 
memorizing  or  understanding  the  rules  is  of 
no  value.  Success  comes  only  to  those  who 
apply  the  rules. 

Avoid  procrastination,  as  unfinished  tasks 
hanging  overhead  cause  tension. 

The  past  is  gone  and  nothing  can  be  done 
about  it.  Its  only  value  is  the  lesson  we’ve 
learned  that  can  be  used  in  the  future. 

The  future  is  beyond  our  sphere  of  control. 
We  can  affect  the  future  only  by  doing  a good 
job  today,  and  by  planning  well  now  for  the 
future.  Planning,  when  carried  beyond  the 
point  of  no  return,  is  worry. 

The  present  is  enough  for  anyone  to  handle 
without  adding  the  burdens  of  the  past  and 
future.  Doing  one’s  best,  completing  as  many 
unfinished  tasks  as  possible,  removes  the  cause 
of  most  tension.  Making  prompt  decisions 
about  leaving  other  unfinished  matters  alone, 
and  refusing  to  brood  and  fret  over  what  one 
cannot  control,  wiU  eliminate  the  remainder. 
Doing  promptly  the  best  that  can  be  done 
gives  one  a clear  conscience,  free  of  guilt. 
One’s  tnily  best  is  all  that  anyone  can  expect, 
more  than  that  is  impossible,  and  that  always 
takes  longer. 

Avoid  or  promptly  dispose  of  all  thoughts 
of  the  bad  habits  or  negative  attitude  that  will 
occur  by  applying  decisive  thinking.  The 
thought  of  a habit,  if  indulged  in,  is  frequently 
enough  to  initiate  the  habit  or  negative 
attitude.  Always  direct  your  mind  to  good 
thinking  habits,  and  a healthy  positive  out- 
look on  life. 

Any  doubts  of  these  rules  and  principles, 
or  of  their  effectiveness  may  result  in  failure 
of  all  efforts.  False  pride  is  often  our  greatest 
source  of  worry  and  tension,  because  it  may 
lead  us  to  sacrifice  honesty  and  conscience. 

The  requirements  for  achieving  success  by 
this  method  is  a reasonable  person  motivated 
to  get  better,  who  will  conscientiously  follow 
the  rules. 
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Charles  L.  Miller,  M.D.,  University  of  Pennsylvania,  ’55, 
was  born  in  Elmira,  N.Y.,  and  obtained  his  Delaware 
license  in  1959.  Specialty:  Pediatrics;  Office:  Profes- 
sional Bldg.,  Wilmington.  Dr.  Miller  is  interested  in 
refinishing  antique  furniture,  although  keeping  up  with 
his  five  children  absorbs  most  of  his  extra  time. 


Richard  Raiber,  M.D.,  Jefferson  Medical  College,  ’56, 
was  born  in  Kentucky.  Delaware  License:  1956.  Dr. 
Raiber  delves  into  military  history  and  does  his  research 
in  Washington  where  he  has  access  to  German  records 
on  microfilm.  The  Raibers  have  one  daughter.  Specialty : 
Obstetrics  and  Gynecology;  Office:  2055  Limestone 
Road. 


M.  Margaret  O’Brien,  M.D.,  Women’s  College,  Phila- 
delphia, ’48,  is  a Wilmingtonian  and  an  Associate 
Member.  She  was  the  first  woman  to  intern  at  the 
Delaware  Hospital — in  which  she  was  born.  License: 
1949;  Specialty:  Pediatrics.  Dr.  O’Brien,  the  wife  of 
Frank  T.  O’Brien,  M.D.,  has  five  children  and  this, 
plus  “antiquing,”  takes  care  of  any  free  time  she  may 
have.  Office  1003  Delaware  Avenue. 


Lack  of  faith  in  self  and  in  God  will  result 
in  doubt  and  indecision,  with  development  of 
its  associated  tension  and  anxety.  Complete 
faith  in  God  is  the  most  perfect  means  of 
achieving  serenity  and  complete  peace  of 
mind:  this  requires  true  humility,  which  is 
knowing  one’s  place  and  taking  it. 

“The  Lord  helps  them  who  help  themselves” 
is  an  old  biblical  expression  that  points  out 
the  necessity  for  one  to  use  all  of  his  mental 


and  other  faculties  in  the  proper  manner  in 
order  to  develop  a healthy  mind  and  body. 
We  cannot  blame  the  Lord  for  the  misfortunes 
that  we  bring  upon  ourselves  by  worry  and 
neglect.  Thank  God  for  all  of  your  blessings 
and  other  gifts,  rather  than  complain  of  what 
you  have  or  don’t  have. 

Everyone  has  a cross  to  bear  sometimes 
during  life;  when  you  do,  carry  it  gracefully, 
and  it  will  be  lighter. 
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TWENTY-MINUTE  HOUR 

A recent  provocative  article  in  the  New 
England  Journal  of  Medicine  for  February 
8,  1962  should  be  read  by  anyone  who  be- 
lieves in  psychotherapy  but  who  thinks  that 
one  of  the  main  reasons  it  cannot  be  used 
by  the  general  practitioner  is  because  of  the 
gi’eat  amount  of  time  needed.  Doctor  Castel- 
nuovo-Tedesco,  Chief  of  the  psychiatric  ser- 
vice at  the  Harbor  General  Hospital  believes 
that  it  is  not  entirely  a matter  of  time  that 
prevents  the  general  practitioner  from  seeing 
that  his  patients  have  proper  psychotherapy. 
He  reminds  us  of  the  oldtime  family  physician 
who  recognized  the  value  of  listening  to  the 
patient  and  advising  him  and  not  just  limit- 
ing the  interview  to  a routine  “history”  and 
scientific  examnation.  Doctor  Castelnuovo- 
Tedesco’s  theses  is  that  with  proper  training 
and  proper  use  of  the  time,  twenty  minutes 
of  psychotherapy  is  considerably  better  than 
none. 

: Prior  to  the  appearance  of  this  article  one 

of  our  own  members  Doctor  Peter  J.  Olivere 
j apparently  had  the  same  idea  regarding  the 
streamlining  of  psychotherapeutic  principles 
to  be  used  by  the  general  practitioner  or  other 
harried  physicians.  Doctor  Olivere  had  the 
novel  approach  of  having  a sheet  printed 
which  he  distributes  to  his  patients  with  the 
j advice  to  read  it  over  whenever  they  have  a 
j chance. 

While  admittedly  falling  short  of  a complete 
psychiatric  workup,  it  is  certainly  reasonable 
i to  go  along  with  the  theses  of  Doctors  Castle- 
; nuovo-Tedesco  and  Olivere  in  that  a little 
I bit  of  psychotherapy  is  better  than  none. 

' THE  SIREN  IS  STILL  WAILING 
’ Residents  in  the  neighborhood  of  Delaware 
j Avenue  and  Adams  Street  state  that  several 
! times  a week  an  ambulance  from  a certain 
suburban  area  will  proceed  down  Delaware 


Avenue  at  an  excessive  rate  of  speed  with  siren 
blaring.  If  the  light  happens  to  be  red  at 
the  interesections,  the  ambulance  proceeds 
through.  This  has  become  so  noticeable  that 
upon  hearing  a siren  they  will  say,  “Here 

comes  the ambulance.”  Must  we  have 

another  fatal  accident  before  something  can 
be  done  about  this?  This  ambulance  comes 
from  the  most  notorious  traffic  trap  in  the 
State. 

The  editor  of  the  New  England  Journal  of 
Medicine  once  again  objects  to  the  excessive 
speed  with  which  police  cars  travel  through 
the  Metropolitan  Boston  area.  In  the  Journal 
for  March  15th  he  criticizes  a police  chase 
through  Boston,  Chelsea,  and  Revere  at  speeds 
up  to  95  miles  an  hour.  The  police  were 
chasing  a “bookie  suspect”  and  the  particular 
instance  had  a happy  ending  because  he  was 
caught  with  no  loss  of  life  or  limb. 

Two  months  later  a reader  from  Memphis, 
Tennessee  criticized  the  editor  of  the  Journal 
for  his  editorial.  The  critic  stated  that  no 
one  objects  to  fire  engines  racing  through  the 
streets  and  fire  engines  go  to  save  property 
rather  than  lives.  He  takes  issue  with  those 
of  us  who  object  to  ambulances  racing  with- 
out due  respect  for  human  life.  He  states, 
“Put  your  pocketbook  in  jeopardy,  and  any- 
thing is  permissible.”  In  the  first  place,  fire 
engines  do  rush  to  a fire  to  save  lives  and  it  is 
a well  known  fact  that  a matter  of  a few 
minutes  in  the  early  phase  of  a fire  can  be 
crucial.  In  the  second  place,  many  of  the 
ambulance  trips  investigated  right  here  in  the 
state  of  Delaware  have  been  for  non-emer- 
gency reasons.  Furthermore,  in  an  actual 
medical  emergency  a matter  of  five  or  ten 
minutes  will  not  be  as  crucial  as  in  the  case 
of  a fire.  In  the  third  place,  I feel  sure  that 
the  Doctor  from  Memphis  is  speaking  for 
himself  alone. 
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PARKINSON’S  LAW 
Medical  Version 

C.  Northcote  Parkinson,  Ph.D. 


1 have  considered  the  subject  of  medicine  so 
deeply  as  to  be  a physician  in  all  but  literal  fact. 
I may  have  no  bedside  manner  but  I have,  among 
administrators,  a deskside  manner  which  comes  to 
much  the  same  thing.  Confronted  with  a sick  in- 
stitution, I can  take  its  temperature,  and  feel  its 
pulse,  examine  its  chest  and  send  its  waste  products 
for  analysis.  More  than  that,  I know  how  to  shake 
my  head  sadly,  draw  a sheet  over  the  body  and 
tiptoe  from  the  room.  We  all  make  mistakes  and 
would  be  foolish  to  pretend  otherwise.  You  can 
take  it  that  I am — well  practically — one  of  you. 
This  being  so,  I shall  speak  now  on  hospital  ad- 
ministration and  nursing.  I shall  conclude  with 
some  clinical  observations  which  have  not  yet 
reached  the  journals. 

The  current  principles  of  hospital  administration 
date  back  to  a period  of  history  when  wages  were 
low  in  comparison  with  the  cost  of  equipment.  This 
is  especially  true  in  Britain.  In  1910,  within  my 
lifetime,  the  British  domestic  was  paid  about  $60 
a year.  As  for  the  nurse  of  50  years  ago,  she  cost, 
if  anything,  less.  The  traditions  of  the  convent,  as 
revived  by  Florence  Nightingale,  implied  that  the 
nurse’s  position  was  almost  purely  honorary,  the 
Sisters  and  Matrons  being  ladies,  invariably,  of 
private  means.  All  they  sought  was  an  opportunity 
for  selfless  service.  This  tradition  has  been  hard 
to  kill. 

The  hospital  administrator  has  started,  therefore, 
with  the  belief  that  things  are  expensive  and 
people  are  cheap.  Given  this  assumption,  there  is 
nothing  incongruous  in  devoting  most  of  every- 
body’s time  to  checking  the  inventory.  Blankets 
cost  money,  bed  linen  must  be  accounted  for  and 
chamber  pots  must  be  replaced.  In  many  hospitals 
the  traditions  of  religious  dedication  among  the 
nursing  staff  are  mingled  incongruously  with  tra- 
ditions of  military  severity  over  the  listed  stores. 
The  basic  idea  is  that  nurses  are  expendable  but 
equipment  is  not.  By  now  the  nurses  are  quite 


Dr.  Parkinson.  British  satirist  and  author  of  Parkinson' s Law  and 
Law  and  the  Profits,  spoke  at  the  University  of  Pennsylvania  in  Jan- 
uary, '62  as  the  gue,st  of  the  Eastern  Section  of  the  American  Feder- 
ation for  Clinical  Research.  This  shortened  version  of  his  talk  was 
reprinted  with  the  University's  permission  from  their  spring  issue  of 
iWedicai  Affairs. 


highly  paid  and  housed,  often,  in  luxury.  It  re- 
mains difficult,  however,  to  get  away  from  the  War 
between  the  States.  Nothing  will  convince  the  old- 
type  hospital  administrator  that  the  nurse’s  time 
should  be  costed.  The  fact  that  the  time  you 
take  in  counting  the  chamber  pots  cost  more  than 
the  pots  themselves.  This  is  a fairly  recent  dis- 
covery even  in  commerce. 

The  rules  we  must  recognize  are  three.  First, 
you  do  better  to  assume  that  people  are  honest, 
for  they  usually  are;  and  even  if  they  aren’t  it  would 
still  be  cheaper.  Second,  it  is  futile  to  collect  masses 
of  information  that  nobody  will  ever  use.  Third, 
it  seldom  pays  to  argue  with  a dissatisfied  customer 
— it  is  better  (and  cheaper)  to  assume  that  he  is 
right.  In  Britain  there  is,  as  you  will  realize,  a 
nationalized  Health  Service.  It  was  originally  be- 
lieved that  bulk  purchase,  on  a national  scale, 
would  be  an  economy.  We  have  found  the  hard 
way  that  it  is  nothing  of  the  kind.  It  is  cheaper 
(and  certainly  quicker)  to  go  to  the  drug  store  around 
the  corner.  Get  rid  of  the  indents  and  applications, 
internal  invoices  and  inventories,  and  there  will 
be  a certain  amount  of  pilfering.  Every  now  and 
again  someone  will  have  to  be  fired.  So  what?  It 
is  still  cheaper  to  trust  people.  We  may  end  with 
a standard  rate  of  embezzlement,  and  departure 
from  which  (in  either  direction)  will  be  looked  upon 
with  grave  suspicion. 

A recent  discovery  has  been  that  all  hospitals 
were  organized  wrongly  from  the  start  in  another 
sense,  the  mistake  being  to  classify  the  patients 
into  categories  that  suit  the  physician  and  the 
surgeon.  There  is  logic  in  it  but  there  is  also 
needless  expense,  the  whole  plan  dating  again 
from  a period  when  the  nurse  worked  for  nothing. 
The  better  plan,  as  we  now  realize,  is  to  classify 
the  patients  according  to  their  nursing  require- 
ments. You  can  thus  concentrate  your  highly  skilled 
nurses  on  the  wards  where  people  are  seriously  ill 
(whatever  their  illness)  and  allow  the  patients  else- 
where to  do  more  lor  themselves  and  for  each 
other.  A fair  number  of  hospital  patients  need  a 
rest  more  than  anything  else;  and  a rest  is  the  one 
thing  the  hospital  refuses  to  provide.  Florence 
Nightingale  believed  that  well-educated  and  trained 
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ladies  should  be  made  to  scrub  the  floor  and  that 
it  would  be  good  for  their  souls.  There  was  a time 
when  this  might  have  been  true,  although  the  needs 
of  the  soul  have  never  been  easy  to  define.  Nowa- 
days the  plan  breaks  down  over  the  costing.  Having 
trained  nurses  expensively  for  a highly  skilled  oc- 
cupation and  agreed  to  pay  them  highly  for  being 
skilled,  we  cannot  afford  to  let  them  do  something 
else.  There  must  be  an  economy  in  nursing — 
especially  when  a Sister  may  be  left  to  do  much 
that  would  once  have  been  left  to  the  physician — 
and  we  have  been  slow  to  realize  where  economies 
can  be  made. 

It  may  have  occurred  to  someone  here — and  there 
are  awkward  people  in  every  audience — that  I have 
no  business  to  be  offering  advice  on  hospital  ad- 
ministration to  so  many  people  who  know  so  much 
more  about  it.  To  him  or  to  her  I would  say 
“Nonsense!”  I have  watched  the  process  of  hospital- 
ization from  a safe  distance.  My  own  ailments 
have  been  mostly  beyond  the  physician’s  skill,  being 
divided  ino  two  categories;  those  that  cure  them- 
selves and  those  known  to  be  incurable.  This  has 
given  me  an  impartial  outlook,  untainted  by  any 
respect  for  the  physician,  whose  failure  in  my  own 
case  has  been  consistent.  I have  also  had  time  to 
think.  I have  made,  as  a result,  two  major  dis- 
coveries in  clinical  medicine.  One  of  these  has 
already  been  publicized.  I refer  to  the  hitherto 
nameless  disease  to  which  I have  given  the  name 
Injelititis.*  I was  the  first  person  to  describe  the 
symptoms,  trace  the  cause,  isolate  the  germ  and 
outline  the  treatment.  I will  admit  that  the  diag- 
nosis has  been  more  successful  than  the  treatment, 
but  this  is  a normal  feature  of  medical  progress. 
I would  have  termed  this  ailment  “Parkinson’s 
Disease”  had  not  the  same  label  been  already  used 
to  describe  something  else. 

My  second  clinical  discovery  applies  to  a whole 
range  of  complaints  and  is  best  summarized  in  a 
phrase:  “The  businest  people  have  no  time  to  be 
sick.”  This  is  particularly  true  of  executives  who 
are,  or  who  think  they  are,  indispensable  at  the 
office.  Their  minor  indispositions  begin  on  a Friday 
night  and  have  disappeared  by  Monday  morning. 
Their  major  illnesses  immediately  follow  the  end 
of  some  major  task;  the  completion  of  the  contract, 
the  rejection  of  the  appeal,  the  presentation  of 
the  report.  If  their  work  continues  at  crisis  level 
they  do  not  fall  sick  at  all.  They  become  as  im- 
mune as  physicians  during  an  epidemic,  mothers 
with  large  families  or  sailors  during  a gale  at  sea. 
It  is  remarkable  how  immune  people  can  be,  work- 
ing for  long  hours  without  a holiday  for  20  years. 
They  go  quietly  off  their  heads,  it  is  true,  but  their 
defense  against  day-to-day  ailments  would  seem 
to  be  complete.  This  known  fact  would  convince 
us — even  if  we  did  not  already  suspect — that  there 


■“(or  palsied  paralysis):  a disease  of  induced  inferiority,  resulting 
from  a high  concentration  of  incompetence  and  jealousy. 


is  voluntary  element  in  many  an  illness.  The  pa- 
tient has  dropped  his  subconscious  guard  and  al- 
lowed himself  to  collapse.  What  he  wants  is  a 
rest  and  he  can  see  no  other  way  to  get  it 

How  can  we  use  our  knowledge  of  the  patient’s 
complicity?  Our  first  use  of  it  is  in  personnel  at 
the  higher  levels.  The  man  who  goes  sick  before 
the  job  is  finished  should  never  be  given  the  top 
post.  This  is  not  because  his  illnesses  may  prove 
inconvenient  but  because  his  subconscious  attitude 
towards  his  job  is  wrong  for  Number  One.  He  may 
do  well  as  Number  Two  or  Number  Three.  But  he 
lacks  the  reverence  for  the  thing  to  be  done — the 
gunner’s  attitude  towards  his  cannon — which  marks 
out  (or  helps  to  mark  out)  the  man  destined  for 
the  top  post.  Our  second  use  of  it  must  be  in 
recognition  of  the  fact  that  the  patient’s  need  is 
sometimes  for  a rest.  Hospitals  might  usefully 
amend  their  routine  to  make  a rest  physically 
possible.  Our  third  use  of  it  might  be  in  recog- 
nizing, finally,  that  a patient  is  a person,  not  merely 
a case. 

I live,  as  it  happens,  in  the  island  of  Guernsey — 
an  island  off  the  French  coast  surrounded  by  the 
noise  of  the  breakers  and  the  cry  of  the  gulls. 
There  are  preserved  in  Guernsey  several  types  of 
fauna  which  have  disappeared  from  Britain — wild, 
shy  creatures  of  the  woodland  or  cliff.  Among 
these  vanishing  species,  carefully  protected  by  local 
legislation,  is  the  almost  extinct  Geepee  or  General 
Practitioner.  His  place  on  the  mainland  is  being 
taken  by  the  mediclerk.  I have  come  to  believe 
that  some  wider  nature  reserve  should  be  found 
for  the  GeePee.  Shy  and  timid  except  in  the 
mating  season,  with  drab  plumage  and  plaintive 
cry,  this  interesting  creature  is  a more  useful  bird 
than  many  folk  have  been  willing  to  admit.  He 
may  have  too  long  a bill.  He  may  feather  his  nest 
too  lavishly.  He  may  eat  the  berries  before  the 
more  specialized  birds  can  arrive.  But  there  is 
something  to  be  said  for  the  creature  who  sees 
the  problem  as  a whole. 

In  a small  island  like  Guernsey  we  have  to  be 
alert  for  shipwreck  or  air  disaster,  our  emergencies 
being  frequent.  Our  telephone  system  is  excellent 
and  works  automatically  to  summon  the  lifeboat- 
men,  the  fire  brigade  and  ambulance.  It  also 
covers  the  summoning  of  medical  aid;  two  doctors 
(the  first  located)  to  the  scene  of  the  disaster,  and 
two  more  (the  next  two)  to  the  hospital.  In  some 
ways  this  might  seem  more  efficient  than  a world 
in  which  everyone  is  too  highly  specialized.  Sup- 
pose, for  example,  that  my  words  of  heresy  had 
given  the  gravest  offence  to  someone  here,  who 
burst  a blood  vessel  in  the  course  of  my  address. 
His  collapse  would  arouse  general  consternation 
and  sympathy.  We  should  hear  the  familiar  appeal 
“Is  there  a doctor  in  the  house?”  It  would  be  sad 
indeed  if  we  looked  around,  gazed  at  each  other, 
and  answered  sadly,  and  finally,  “No.” 
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Vaccination 

Certificates 

Dr.  James  C.  Strong,  Wilmington  Health  Commissioner,  asks  physicians 
to  remember  that  vaccination  certificates  for  international  travel  should 
never  be  signed  until  the  patient’s  complete  identification  has  been  filled 
in.  He  points  out  that  only  a physician  (not  a nurse)  can  sign  these 
certificates  and  that  a rubber-stamped  signature  is  not  acceptable  to 
national  governments  the  traveler  will  encounter.  Particularly  important 
is  the  identification  page,  which  should  be  verified  by  the  physician, 
within  reason.  If  vaccination  is  contra-indicated,  the  physician  should  . 
give  the  patient  a note  to  this  effect.  Dr.  Strong  suggests  calling  the 
office  of  the  Health  Commissioner  if  further  information  is  needed  or  if 
questions  arise. 

Solution? 

Your  Career  Opportunities  in  Medicine,  a free  booklet  for  high  school 
students  and  college  freshmen,  provides  information  on  wide-range 
career  possibilities  in  medicine.  University  of  Delaware  officials  find  in 
a recent  study  of  career  choices  by  University  students,  that  47%  of 
entering  freshmen  change  their  career  goals  during  undergraduate  years, 
with  an  even  higher  percentage  found  among  pre-med  students.  Example: 
Only  eight  seniors  in  the  1962  graduating  class — out  of  27  who  identified 
themselves  as  pre-med  students  four  years  ago — actually  entered  medical 
schools  this  fall. 

Speaker — 
Annual  Meeting 

Harold  A.  Zintel,  M.D.,  Director  of  Surgery,  St.  Luke’s  Hospital,  N.Y.C., 
will  lecture  on  “Electrolytes  and  Shock”  at  the  Annual  Meeting  of  the 
Medical  Society  of  Delaware  on  Saturday,  October  6,  1962. 

Brief  Briefs 

• Neither  Russia  nor  Great  Britain  permits  the  advertising  of  cigarettes. 
(Noted  by  Loma  Linda  University) 

• Radiation  levels  in  Delaware  are  very  low,  with  no  significant  increase 
recorded  from  spring  rains.  (Floyd  I.  Hudson,  M.D.) 

• Physicians  are  urged  to  be  alert  to  the  possibility  of  parental  mistreat- 
ment and  make  greater  use  of  x-rays;  the  so-called  “battered  child  syn- 
drome” is  likely  to  be  found  a more  frequent  cause  of  death  than  some 
well-known  diseases.  (AM A Journal) 

Three  Catalogs 
Available 

Copies  of  the  1962  edition  of  the  AMA  Medical  Health  Film  Library 
Catalog;  the  1962  PHS  Film  Catalog  of  medical-health  related  motion 
pictures  and  the  Current  Medical  Terminology  (CMT) — AMA’s  new 
book  unscrambling  medical  terminology — are  available  in  the  Medical 
Society  office  as  reference  for  members. 

Delaware  Chosen 

Delaware’s  Commission  for  the  Blind  is  one  of  ten  agencies  in  the  country 
chosen  to  participate  in  a national  blindness  statistics  survey  because  its 
commission  qualifies  as  outstanding  in  services  to  the  blind  and  in  com- 
pliance with  the  institute’s  standards,  in  the  opinion  of  the  sponsor. 
National  Institute  of  Neurological  Diseases  and  Blindness  at  Bethesda. 
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H.  Thomas  McGuire, 
M.D.,  President  of 
“Aces  and  Deuces,” 
AMA  group  is  con- 
gratulated by  Malcolm 
Phelps,  M.D.,  Okla- 
homa, outgoing  Presi- 
dent. 


Personal 

Glimpses 


Cancer  And 
Nutrition 


A.  M.  Devenis,  M.D.,  Milford,  and  Thomas  R.  Brooks,  M.D.,  Wilmington, 
were  inducted  into  the  American  College  of  Obstetricians  and  Gynecol- 
ogists as  new  Fellows;  Section  officers  for  Delaware  appointed  by  ACOG 
are:  Richard  G.  Hayden,  M.D.,  Chairman;  William  T.  Gallaher,  M.D., 
Vice-Chairman  . . . Included  in  a booklet  Health  and  Productivity , 
published  by  the  American  College  of  Physicians,  is  a contribution  by 
Lemuel  C.  McGee,  M.D.,  entitled  “Healthy  Business  Means  Healthy 
Workers”  . . . Drs.  Park  W.  Hungtington,  Jr.,  and  S.  S.  Bjornson,  have 
become  diplomates  of  the  American  Board  of  Pathology  . . . William  T. 
Reardon,  M.D.,  became  the  first  Delaware  physician  to  be  made  Fellow 
of  the  American  Society  of  Clinical  Hypnosis  . . . Victor  D.  Washburn, 
M.D.,  was  interviewed  recently  on  his  80th  birthday  by  the  Wilmington 
Evening  Journal.  The  Wilmington  Board  of  Health  lauded  him  for  his 
his  many  recommendations  made  as  Wilmington  Health  Commissioner, 
which  have  now  been  incorporated  in  the  new  housing  and  hygiene  code 
. . . The  new  addition  to  the  State  Welfare  Home  and  Hospital,  Smyrna, 
has  been  named  the  “Clarence  J.  Prickett,  M.D.  Building”  in  memory 
of  his  years  of  service.  . . 

The  possibility  that  the  great  increase  and  frequency  of  lung  cancer  during 
the  past  40  years  may  be  partly  due  to  better  nutrition  was  suggested 
through  experiments  conducted  at  the  Health  Research  Institute  at  Fair- 
leigh-Dickinson  University  and  reported  in  the  Proceedings  of  the  Ameri- 
can Association  of  Cancer  Research.  Under  the  premise  that  vitamin  A 
plays  an  important  role  in  the  maintenance  of  normal  lung  tissue  in  man 
and  animals,  experiments  were  made  in  the  hope  that  increased  amounts 
of  vitamin  A would  prevent  malignant  change  in  lung  tissue  exposed  to 
a cancer-causing  chemical.  The  opposite  effect  resulted:  both  malignant 
as  well  as  normal  lung  tissue  were  promoted.  The  researchers  suggest 
the  possibility  that  increased  use  of  high  potency  vitamin  piUs  and  food 
rich  in  vitamin  A may  be  stimulating  cancerous  growth  in  human  lungs 
that  have  been  exposed  to  carcinogens. 
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BRIEF  REPORT  OF  THE  COMMITTEE  ON  DISASTER  MEDICAL  CARE 


It  is  felt  that  the  activities  connected 
with  disaster  medical  care  should  be  a co- 
operative effort  which  could  be  implemented 
by  setting  up  the  following  type  of  program. 
It  should  be  an  effort  of  self-medical  care 
which  would  teach  the  populace  in  general 
how  to  better  care  for  themselves  in  case  of 
atomic  attack  by  any  enemies  of  this  country. 
The  following  procedure  is  suggested  by  this 
Committee: 

1.  Stimulate  people  at  the  state  level  who 
would  have  the  responsibility  of  setting 
up  a medical  self-help  training  program. 

a.  A member  of  the  medical  profession; 
a member  of  the  state  medical  society. 

b.  An  official  of  the  State  Board  of 
Health. 

c.  An  official  of  the  State  Board  of  Edu- 
cation. 


d.  The  state  Civil  Defense  Director  who 
would  be  the  key  man  in  the  program 
and  would  guide  and  motivate  the 
other  three  persons  involved. 

2.  Help  secure  individuals  who  would  teach 
a course  at  the  community  level. 

3.  Stimulate  executives  on  the  state  level 
to  get  behind  the  program  and  aid  in 
making  it  successful. 

This  program  should  be  a combined  effort 
of  all  the  facets  of  medicine  in  our  state  in 
order  to  make  it  a success.  The  General  Prac- 
titioners feel  that  they  are  in  touch  with  more 
families  than  that  of  their  brother  physicians 
in  the  specialties,  that  they  are  desirous  of 
aiding  in  the  promotion  of  these  medical  self- 
help  training  programs  should  these  programs 
be  put  into  operation. 

Martin  B.  Pennington,  M.D.,  Chairman 


FALL  COURSE  IN  PEDIATRICS  FOR  THE  GENERAL  PRACTITIONER 

Given  by  the  Department  of  Pediatrics,  Temple  University  School 
of  AAedicine,  and  St.  Christopher’s  Hospital  for  Children 


September 

12  Pediatric  Care  by  the  General  Practitioner; 
The  Well  Child  Conference,  Drs.  Joseph  Gar- 
funkel  and  David  Smith 
19  Neurologic  and  Neurosurgical  Problems  in 
Infants  and  Children,  Drs.  Henry  Baird,  Fred- 
erick Murtagh,  John  Kirkpatrick 
26  Pediatric  Cardiology,  Drs.  C.  Robert  Wells, 
Julio  Davila,  John  Kirkpatrick 

October 

3 Problems  of  the  Newborn  Period,  Drs.  Norman 
Kendall,  Robert  High,  James  Arey,  Waldo 
Nelson 

10  Pediatric  Surgical  Symposium:  General  Pedi- 
atric Surgery,  Drs.  Samuel  Cresson  and  George 
Pilling 

Plastic  Surgery,  Dr.  Richard  Oakey 
Roentgen  Aspects,  Dr.  John  Kirkpatrick 
17  Orthopedic  Pediatrics,  Drs.  Howard  Steel, 
Joseph  Garfunkel,  John  Kirkpatrick 
24  Endocrine  Disturbances  of  Infants  and  Chil- 
dren, Drs.  Angelo  DiGeorge  and  Waldo  Nelson 


31  Psychologic  and  Psychiatric  Problems  of 
Childhood,  Drs.  Calvin  Settlage  and  John 
Bartram 

November 

7 Disorders  of  the  Urinary  Tract  in  Infants  and 
Children,  Dr.  Daniel  Fleisher 
Blood  Dycrasias  in  Infants  and  Children,  Dr. 
Arthur  McElfresh 

14  New  Drugs  in  Pediatrics,  Drs.  Robert  High, 
Henry  Baird,  William  MeBane 

The  Course  will  be  given  from  2:00-4:00  p.m., 
Wednesday  afternoons  at  the  Delaware  Academy  of 
Medicine.  Registration  fees  will  be  $50  for  mem- 
bers of  the  American  Academy  of  General  Practice, 
$60  for  non-members,  and  $7.50  per  lecture,  for 
physicians  who  wish  to  attend  the  individual  ses- 
sions. Twenty  hours  of  Category  I AAGP  Credit 
have  been  applied  for.  You  can  register  by  sending 
the  appropriate  fee  to  the  Delaware  Academy  of 
General  Practice,  1925  Lovering  Avenue,  Wilming- 
ton. We  would  appreciate  your  registering  in  ad- 
vance. 
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Today  brought  about  the  defeat  of  the  King-Anderson  Bill  for 
Medical  Care  for  the  aged  through  Social  Security.  Our  two  Senators, 
Williams  and  Boggs,  voted  to  table  this  bill  thus  defeating  it  in  this 
session  of  Congress.  I wish  to  congratulate  them,  and  I hope  you 
readers  do  not  forget  their  acts  at  election  time. 

John  Chalmers  Da  Costa,  the  distinguished  Professor  of  Surgery 
thirty  years  ago,  said — 

“The  great  peril  of  today  is  the  decay  of  individualism.  By  the 
term  “individualism”  I do  not  mean  crankiness  or  fanaticism,  but 
I mean  the  possession  of  self-reliance,  and  of  the  power  and  courage 
to  think  and  speak  for  one’s  self.  Individualism  requires  tremen- 
dous energy;  no  lazy  man  can  possess  it.  It  is  much  easier  to  accept 
blindly,  other  person’s  thoughts,  follow  other  person’s  teachings, 
than  it  is  to  seek  the  truth.  It  is  easier  to  embrace  a theory  than 
hunt  a fact.  Most  men  do  not  really  think  at  all;  they  only  think 
they  think,  and  their  ideas  are  as  barnacles  clinging  to  a vessel’s 
keel.  Such  persons  love  proverbs,  dogmas,  and  formulas;  they  bow 
abjectly  to  catchy  phrases;  and  they  accept  such  phrases  instead 
of  thoughts,  opinions,  reasons  and  facts.  It  is  easier  to  use  phrases 
than  it  is  to  think,  and  the  world  is  ruled  by  the  formulas  of  shallow 
men.” 

“The  person  that  believes  such  a formula  is  always  cocksure, 
positive,  and  peremptory.  Everyone  that  differs  with  him  is  in 
error,  is  a fool,  or  is  one  of  the  wicked.” 

Dr.  DaCosta  had  a great  way  of  expressing  his  ideas,  and  I am 
sure  he  would  say  that  Senator  Williams  and  Senator  Boggs  do  their 
own  thinking  and  do  not  have  the  imitative  faculty  so  common  to 
cur  leaders  today. 
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HIGHLIGHTS  OF  THE  1962  NATIONAL  AUXILIARY  CONVENTION 


The  thirty-ninth  annual  convention  of  the 
Woman’s  Auxiliary  to  the  American  Medical 
Association  was  held  in  Chicago,  Illinois,  June 
24th-28th  at  the  Pick-Congress  Hotel. 

The  reading  and  discussion  of  reports  of 
State  Auxiliaries  was  held  at  a preconvention 
meeting  to  allow  ample  time  for  each  Presi- 
dent to  be  heard.  These  reports  were  given 
regionally  with  Vice  Presidents  acting  as 
moderators  — Health  and  Medical  Careers, 
Community  Service,  and  Legislation  took 
priority. 

Mrs.  Harlan  English,  National  President, 
presided  at  the  formal  opening  of  the  con- 
vention. 

Roll  call  by  the  constitutional  secretary 
showed  234  voting  delegates  present  with  49 
states  represented.  Mrs.  Joseph  Casella  and 
Mrs.  Charles  Richards  were  Delaware  dele- 
gates; Mrs.  H.  T.  McGuire  and  Mrs.  Willard 
Preston  were  also  present.  The  budget  of 
$85,700  for  the  year  1962-63  was  presented 
and  approved. 

Dr.  Frederick  Stare,  Chairman,  Department 
of  Nutrition,  Harvard  University  School  of 
Public  Health,  gave  us  an  interesting,  informa- 
tive talk  entitled  “Nutritional  Nonsense,” 
with  particular  reference  to  Calories  Don't 
Count  which  is  not  recommended  reading. 
The  chairman  of  National  Rural  Health  and 
Safety  Committees  presented  Mr.  Kenneth 
Fiske,  Director,  Farm  Operations,  Velsecol 
Chemical  Corporation,  who  gave  an  interest- 
ing talk  on  “Bachelors  Are  Not  Safer.” 

Our  own  president,  Mrs.  Joseph  Casella 
had  the  distinguished  privilege  of  representing 
the  Eastern  Division  in  the  impressive  mem- 
orial service  for  deceased  members  of  this  year. 

A tea  honoring  Mrs.  Harlan  English,  Presi- 
dent, and  Mrs.  William  Thuss,  President- 
Elect  was  given  the  first  afternoon  of  the 
convention.  The  Chorus  of  Presbyterian — St. 


Lukes  School  of  Nursing  entertained  with 
singing  during  the  tea. 

The  theme  of  each  morning  session  was 
“Program  for  Physicians’  Wives.” 

Dr.  Theodore  Van  Dellen,  Medical  Editor, 
Chicago  Tribune,  who  is  recognized  as  an 
outstanding  and  well  qualified  health  editor, 
spoke  on  the  topic,  “Guarding  Your  Husband’s 
Health.”  He  gave  us  some  very  sound  ad- 
vice on  a 10  point  investment  program  in 
health.  The  first  and  most  urgent  require- 
ment was  a yearly  complete  physical  examin- 
ation for  our  doctor  husbands. 

The  Honorable  Everett  Dirksen,  was  un- 
fortunately unable  to  speak  to  us  about 
Washington  Legislation  and  American  Medi- 
cine because  of  pressing  matters  in  Washing- 
ton related  to  the  Medicare  Bill.  However, 
we  were  fortunate  in  substituting  the  dynamic 
Dr.  Edward  Annis. 

At  the  40th  anniversary  luncheon,  honor- 
ing the  Past  President  of  the  Woman’s  Aux- 
iliary to  the  American  Medical  Association, 
Dr.  Leonard  Larson,  retiring  president  of  the 
A.M.A.  was  guest  speaker.  Mrs.  Paul  Craig, 
Historian  and  National  Past  President,  spoke 
about  her  intensive  and  extensive  research 
done  on  the  history  of  the  National  Woman’s 
Auxiliary  from  its  inception  in  1922  to  the 
present  year.  A reprint  of  her  article  pub- 
lished in  the  May  issue  of  the  Bulletin,  en- 
titled “40  Years  in  Review”  was  presented  to 
each  luncheon  guest. 

A check  for  $244,172.35  was  presented  to 
the  A.M.E.R.F.  President.  The  Tennessee 
Medical  Auxiliary  again  received  the  Ethel 
Gastineau  trophy  for  the  third  successive 
year.  However,  our  own  Delaware  missed  by 
a slight  margin. 

Mrs.  Arthur  Underwood  installed  the  of- 
ficers. Mrs.  William  Thuss  is  our  new  Presi- 
dent and  Mrs.  C.  Rodney  Stoltz  was  named 
President-Elect. 

Marguerite  Richards,  President-Elect 
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INCORPORATED  1789 


OFFICERS 

PRKSiDrNT.  Sylvester  W.  Rennie,  M.D.,  Wilmington 

Pui;sidi;ni -Elect.  WMlard  F.  Preston.  M.D.,  Wilmington  Secretary,  Joseph  W.  Abbiss.  Wilmington 

Vice-President,  Harold  J.  I.aggner,  M.D.,  Smyrna  Treasurer,  Charles  Levy,  Wilmington 

Executive  Secretary.  Mr.  Lawrence  C.  Morris,  jr.,  Wilmington 

American  Medical  Association  (1963)  — Delegate,  H.  Thomas  McGuire,  New  Castle  — Alternate,  Leslie  M.  Dobson.  Milford 
Representative  to  Delaware  Academy  of  Mediune,  Victor  D.  Washburn,  Wilmington 


STANDING  COMMITTEES 

Budget 

Charles  Levy 
R.  W.  Comegys 
R.  J.  Lewis 

J.  S.  McDaniel.  Sr. 

Ch.:rles  Walker,  Jr. 

Medical  Education 
L.  P.  Lang 
O.  S.  Allen,  II 

L.  L.  Fitchett 

Nominai’IONS 

F.  A.  Jones 
R.  R.  Layton 

A.  H.  Williams 

Program 
J.  T.  Metzger 
Lawrence  Katzenstein 
].  C.  Rawlins 

Publications 

A.  H.  Cl'gett.  jr. 

J.  W.  Abbiss 

M.  A.  Tarumianz 

Public  Laws 
W.  O.  LaMotte,  Jr. 

James  Beebe,  Jr. 

J.  L.  Fox 
F.  R iNfcNinch 

H.  G.  Neese.  Jr. 

SPECIAL  COMMITTEES 

Advisory.  Woman's  Auxiliary 
J.  V.  Casella 

C.  F.  Richards 
E.  Y.  Gledhill 
J.  T.  Metzger 

B.  R.  Vincent 

Aging 

E.  F.  Gliwa 

A.  E.  Bacon,  Jr. 

J.  W.  Barnhart 
R.  W.  Comegys 

A.  L.  Ingram,  Jr. 

Felix  Mick 

B.  Z.  Paulshock 
W.  J.  V..nderv.)rt 


Alcoholism 

D.  W.  MacKelcan 

F.  W.  Baker.  Jr. 

J.  A.  Flaherty 

H.  T.  McGuire 

D.  A.  Nelson 
P.  J.  Olivere 

A.  C.  Smoot,  Jr. 

AMA— ERF 

J.  M.  Barsky,  Jr. 

H.  M.  Baganz 

B.  F.  Burton 
J.  M.  HofTord 
A.  D.  King 
R.  L.  Klingel 

C.  S.  Papastavros 
M.  B.  Pennington 
R.  B.  Thomas 

Delaware  Health  Fair 

J.  W.  Howard 
J.  J.  Egan 

C.  I.  Glassman 

G.  B.  Heckler 
F.  I.  Hudson 

J.  F.  Hughes 
^Lawrence  Katzenstein 
L.  P.  Lang 

A.  J.  Morris 

^Chairman,  Project  Committee 

Grievance  Board 

L.  L.  Fitchett 
L.  B.  Flinn 
A.  R.  Shands,  Jr. 

H.  VP  Wilson 

Maternal  & Infant  Mortality 

F.  S.  Hasslei 

I.  B.  Baker 
Patricia  Crowther 

K.  L.  Esterly 
A.  M.  Gehret 

C.  R.  Green,  Jr. 

J.  A.  Krieger 

E.  F.  Milewski 
C.  G.  Pierce 
Herman  Rosenblum 
A.  H.  Williams 


Medical  Fconomic.s 
J.  A.  Arminu) 

/.  W.  Barnhart 
W.  E.  Cooper,  Jr. 

D.  G,  Durham 
C.  L.  Edwards 
J.  J.  Egan 

E.  C.  Stambaugh 

I.  J.  Tikellis 

Medical  Scholarships 

L.  P,  Lang 

J.  L.  Fox 
J.  F.  Hays 
Gordon  Keppel 
J.  E.  Marvil 

Medical  School 
J.  E.  Marvil 
James  Beebe.  Jr. 

A.  M.  Gehret 
J.  T,  Metzger 
H.  T.  McGuire 
J.  J,  Lazzeri 
R.  W.  Tobin 
Mr.  Harry  W.  Lynch 
{Consultant ) 

Medical  Service  & 
Public  Relations 
A.  J.  Morris 
L.  M.  Baker 
J.  J.  Bredall 

C.  A.  D'Alonzo 
U.  A.  James 
Lawrence  Katzenstein 
R.  R.  Layton,  Jr. 

Gottfried  Metzler,  Jr. 

D,  J.  Reinhardt,  III 

Medicare  Adjudication 
L.  M.  Dobson 
R.  W.  Comegys 
O.  A.  James 

J.  B.  McClements 
W.  W.  Moore 

K.  S,  Russell 
Sidney  Stat 
O.  S.  Weaver 

Migrant  Labor 

L.  M.  Baker 

L.  L.  Fitchett 
J.  J.  Lazzeri 

M.  H.  Mires 
Evelyn  Orton 


Medico-Legal  Affairs 
J.  T.  Metzger 

R.  H.  Beckert 

S.  W.  Casscells 

L.  M.  Dobson 
J.  H.  Foulger 
Jerome  Kay 

R.  M.  Marine 

M.  B.  Pennington 

Prepayment 

L.  C.  McGee 
R.  D.  Sanders 
( Co-Chairmen ) 

J.  W.  Abbiss 
O.  S.  Allen.  II 
J.  A.  Arminio 
H,  M.  Baganz 
J.  W.  Barnhart 
R.  W.  Comegys 

M.  E.  Conrad 
W.  B.  Cooper 
R.  W.  Frelick 

A.  L.  Ingram.  Jr. 

J.  A.  Krieger 
W.  O.  LaMotte,  Jr. 

J.  W.  Maroney 
C.  F.  Richards 
O.  N.  Stern 
A.  H.  Williams 

School  Health 
R.  W.  Frelick 

L.  V.  Anderson 
J.  B.  Baker 
Sarah  Bishop 
W,  J.  Holloway 

M.  H.  Mires 
H.  L.  Reed 

A.  R.  Shands.  Jr. 

R.  O.  Y.  Warren 
A.  J.  Wildberger 
A.  H.  Williams 

Board  of  Directors 
Group  Hospital  Sir. ice 

W.  B.  Cooper.  Jr. 

C.  L.  Edwards 
J.  A.  Krieger 
R.  R.  Layton 
Charles  Levy 
H.  T.  McGuire 


l.iAi.soN  wiiH  Delaware  Chapter,  American  Cancer  Society — O.  N.  Stern 

Liaison  with  Delaware  Chaptfr.  American  Heart  Association — Robert  L.  Dewees 

Liai.son  with  Delaware  Diabetes  Association — 'Charles  Levy 

Liaison  with  Delaware  Tuberculosis  and  Health  Society — G.  A.  Beatty 

Liaison  with  Mental  Health  Activities — M.  A.  Tarumianz 

Liaison  with  Vocational  Rehabilitation  Commission — S.  W.  Casscells 


WOMAN  S AUXILIARY  — MEDICAL  SOCIETY  OF  DELAWARE 

Mrs.  j.  V.  Casella,  President,  Wilmington  Mrs.  J.  T.  Metzger,  Recording  Secretary,  Wilmington 

Mrs.  C.  F.  Richards,  President-Elect,  Wilmington  Mrs.  B.  R.  Vincent,  Corresponding  Secretary,  Wilmington 

Mrs.  E.  Y.  Gledhill,  Treasurer,  Wilmington 


NEW  CASTLE  COUNTY 
MEDICAL  SOCIETY 

Daniel  J.  Preston,  President 
Henry  H.  Stroud,  President-Elect 
Wallace  M.  Johnson,  Vice-President 
Harry  J.  Repman.  Secretary 
John  W.  Alden,  Jr.,  Treasurer 

E.  C.  Syrovatka,  LL.D.,  Executive  Sec'y 
Councilors:  G.  William  Martin.  Jr., 

M.D,  (1962  );  Leonard  P.  Lang.  M.D. 
(1963);  Harold  A.  Tarrant,  M.D.  (1964). 

Delegates  (1962):  J,  W.  Alden,  Jr., 
L.  V.  Anderson.  A.  E.  Bacon.  Jr..  S.  W. 
Bartoshesky,  M.  H.  Dorph,  S.  G.  Elbert, 
Jr,.  E.  F.  Gliwa,  G.  B.  Heckler.  F. 
A.  Jones.  R.  Murray,  E.  S.  Parvis.  D.  J. 
Preston,  D.  J.  Reinhardt,  H.  J.  Repman. 
S.  W.  Rose,  W.  D.  Shellenberger,  E.  J. 
Szatkowski. 

Alternates  (1962):  O,  S.  Allen,  F,  W. 
Baker,  Jr.,  J.  M.  Barsky,  J.  H.  Benge, 
S.  Bishop.  C.  L.  Edwards,  J.  H.  Furlong, 
E.  Y.  Gledhill,  L,  A.  Hershon.  W.  H. 
Kratka.  J.  M.  Levinson.  E.  A.  Mekanik, 
R.  A.  Oartel,  B.  Z.  Paulshock.  F,  S. 
Skura.  W.  J.  Vandervort.  D.  T.  Walters. 

Delegates  (1962-63):  H.  M.  Baganz.  J. 
W.  Barnhart.  N.  L.  Cannon.  I.  L.  Chip- 
man.  Jr..  J.  A.  Chrzanowski,  M.  E.  Con- 


rad. R.  L.  Dewees.  J J.  Egan,  M.  Gole- 
burn.  M Hars\'!tz,  W.  M.  Johnson,  A. 
K.  Lotz,  J.  M.  Messick,  W.  T.  Reardon. 
E.  S.  Resnick,  C.  A.  Skowron,  A.  Smith. 
H.  H.  Stroud. 

Alternates  (1962-63):  H.  D.  Cohen, 

S.  S.  Bjornson.  A.  Dworkin.  J,  F.  Fland- 
ers. J.  J.  Gallagher.  C.  I.  Glassman.  W. 
J.  Holloway,  L.  Katzenstein.  J.  T.  Metz- 
ger. C.  Papastavros.  W.  L.  Porter.  O. 
O.  Sluzar.  J.  C.  Strong.  M.  Turner,  M. 
S.  Wahl.  H.  Wilk.  R.  L.  Wuertz,  A.  F. 
Zimmerman. 

W''oman’s  Auxiliary 
Mrs  G,  B.  Heckler.  President 
Mrs  j.  P.  Aikins.  President-Elect 
Mrs.  a.  L.  Ingram,  Vice-President 
Mrs.  j.  W.  Kfrrigan.  Treasurer 
Mrs.  n.  H.  McGee.  Corres.  Sec'y 
Mrs.  C.  Papastavros,  Recording  Sec'y 

SUSSEX  COUNTY 
MEDICAL  SOCIETY 

Officers: 

J.  A.  Elliott,  President 
U.  Ware,  Vice-President 
R.  F.  Lewis.  Secretary-Treasurer 

Councillors:  J.  B.  Homan(1963  );  J.  E. 
Marvil  (1964). 

Censors:  L.  M.  Dobson.  R.  L.  Dickey, 


E.  L.  Stambaugh. 

Delegates:  D.  N.  Sills  (1961-62;  F.  I. 
Hudson  (1961-62  );  G.  M.  VanValken- 
burgh  (1962-63);  J.  L.  Fox  (1962-63); 
C.  G.  Pierce  (1962-63);  D.  Howie 
(1962-63). 

Alternates:  F.  Mick  (1962-63);  C.  M. 
Moyer  (1962-63);  J.  Beebe.  Jr.  (1962-63); 

I.  W.  Lynch  (1962-63);  W.  B.  Cooper. 
Jr.  (1962-63);  D.  A.  James.  (1962-63). 

\Y'oman's  Auxiliary 
Mrs.  R.  F.  Lewis.  President 

KENT  COUNTY 
MEDICAL  SOCIETY 

Officers 

E.  R.  McNinch.  President 
O.  J.  PoLLAK.  V ice-President 
E.  S.  Dennis,  Secretary-Treasurer 

Councilors:  J.  J.  Lazzeri  (1962  ) H.  E. 
Nesse,  Jr.  (1964) 

Censors:  H.  VP.  Wilson,  F.  R.  Everett. 
R.  W.  Comegys. 

Delegates:  J.  A.  Krieger  (1960-62);  R. 

J.  Bishoff  (196I-63);  R.  W.  Comegys 
(1962-64). 

Alternates:  E.  H.  ^^ercer  (1962).  B.  H. 
Burton  (1963).  J R McN-nrh  (1964). 

\Y'om  tf?'  f -^uy'liary 
Mrs.  G.  R.  Spong,  President 
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173rd  ANNUAL  MEETING 

September  23  and  October  6,  1962  - Dover  and  Wilmington 


PROGRAM 

September  23 

Treadway  Inn,  Dover,  Delaware 
2:00  P.M.  House  of  Delegates 
5:00  P.M.  Buffet  for  Delegates 


SCIENTIFIC  SESSION 


October  6 

Delaware  Academy  of  Medicine,  Lovering  Ave.  & Union  St.,  Wilmington 


8:30-  9:00 
9:05-  9:15 
9:15-  9:40 
9:40-10:00 
10:00-10:40 

10:40-11:10 

11:10-11:40 

11:40-12:10 


12:10-  1:00 
1:00-  2:00 


Registration  — Exhibits  — Coffee 
Greetings  and  Opening  Remarks 

Report  of  the  House  of  Delegates  — Joseph  W.  Abbiss,  M.D.,  Secretary 

Presidential  Address — Sylvester  W.  Rennie,  M.D.,  President 

“Mass  Casualty  Management  in  the  Community  Hospital”  — C.  A.  Steven- 
son, M.D.,  Chief  of  Orthopedic  Surgery,  U.S.  Naval  Hospital, 
Portsmouth,  Virginia 

Recess  — Exhibits 

“Vitamins  in  Medical  Practice”  — W.  H.  Sebrell,  Jr.,  M.D.,  Professor  of 
Nutrition,  Columbia  University,  New  York  City 

“Fractures  in  Children”  — Preston  A.  Wade,  M.D.  Professor  of  Surgery, 
Cornell  University  School  of  Medicine,  and  Chairman,  Fracture 
Committee  of  the  American  College  of  Surgeons 

Eli  Lilly  Lecturer 

Election  of  President-Elect  for  1962-63  — General  Session  — Exhibits 
Luncheon,  as  guests  of  New  Castle  County  Medical  Society 
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2:00-  2:30  ‘'Electrolytes  and  Shock”  — Harold  A.  Zintel,  M.D.,  Director  of  Surgery, 

St.  Luke’s  Hospital,  New  York  City 

2:30-  3:00  “Operative  Treatment  of  Fractures  — Indications  and  Complications”  — 

Edwin  F.  Cave,  M.D.,  Professor  of  Orthopedic  Surgery,  Harv- 
ard University,  Boston 

Eli  Lilly  Lecturer 
3:00-  3:30  Recess  — Exhibits 

3:30-  4:45  Panel  on  Trauma:  Preston  A.  Wade,  M.D.,  — Moderator;  Edwin  F.  Cave, 

M.D.,  — Orthopedic  Surgery;  Harold  A.  Zintel,  M.D.,  — Gen- 
eral Surgery;  James  Beebe,  Jr.,  M.D.,  — General  Surgery; 
Norman  L.  Cannon,  M.D.,  — Urologic  Surgery;  James  T.  Metz- 
ger, M.D.,  — Plastic  Surgery;  Frank  T.  O’Brien,  M.D.,  — Chest 
Surgery 

Typical  cases  will  be  presented  by  Dr.  Wade  for  discussion  by 
the  Panel. 


4:45-  Adjournment 

Note:  The  Delaware  Diabetes  Association  will  meet  in  the  Academy  of 
Medicine  at  4:45  P.M. 


Gold  Ballroom  — Hotel  duPont 

6:30-  Reception  and  Cocktails 

7:00-  Annual  Banquet 


PROGRAM  OF  THE  THIRTY-THIRD  ANNUAL  MEETING 
The  Woman’s  Auxiliary 
TO  THE  Medical  Society  of  Delaware 
October  6,  1962  — Brandywine  Country  Club 
Wilmington,  Delaware 


10:00  A.M.  Registration  and  Cofltee  Hour 
11:00  A.M.  General  Session 

Call  to  Order  — Mrs.  Joseph  V.  Casella 
Pledge  of  Loyalty 

Address  of  Welcome  — Mrs.  John  W.  Alden 
Introduction  of  Guests 
Memorial  Services 

Roll  Call  of  Delegates  — Mrs.  James  T.  Metzger 
Treasurer’s  Report  — Mrs.  Emerson  Y.  Gledhill 
Reports  of  County  Auxiliaries 
Kent  — Mrs.  George  R.  Spong 
New  Castle  — Mrs.  Edward  T.  O’Donnell 
Sussex — Mrs.  Robert  F.  Lewis 
National  Convention  — 1962 

Delegate’s  Report  — Mrs.  Charles  F.  Richards 
Report  of  Priority  Committees 
Report  of  the  President  — Mrs.  Joseph  V.  Casella 


Report  of  the  Board  of  Directors  — 

Mrs.  Douglas  M.  Gay 
Report  of  the  Nominating  Committee  — 

Mrs.  Richard  Comegys 
Election  of  Officers  — Mrs.  J.  Leland  Fox 
Adjouriunent 

1:00  P.M.  Luncheon  — 

Mrs.  George  N.  Eriksen,  Presiding 
Invocation 

Introduction  of  the  Advisory  Committee 
Greetings  from  the  Medical  Society  of  Delaware 
Dr.  Sylvester  W.  Rennie 
Address 

Presentation  of  Gavel  and  President’s  Pin 
Inaugural  Address  — Mrs.  Charles  F.  Richards 
Adjournment 
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EXHIBITORS 


BOOTH 

No.  1 — The  Coca-Cola  Company 

Ice-cold  Coca-Cola  served  through  the  courtesy  and 
cooperation  of  the  Delaware  Coca-Cola  Bottling 
Company,  and  The  Coca-Cola  Company. 

No.  2 — Nicholas  Reilly,  Willard  Selby 

Booksellers 

No.  3 — G.  D.  Searle  & Co. 

You  are  cordially  invited  to  visit  the  Searle  booth 
where  our  representatives  will  be  happy  to  answer 
any  questions  regarding  Searle  Products  of  Research. 

No.  4 — Mead  Johnson  Laboratories 

The  Mead  Johnson  Laboratories’  exhibit  has  been 
arranged  to  give  you  the  optimum  in  quick  service 
and  product  information.  To  make  your  visit  pro- 
ductive, specially  trained  representatives  will  be  on 
duty  to  tell  you  about  their  products. 

No.  5 — The  Mutual  Benefit  Life 

Insurance  Co. 

"Financial  Planning  for  the  Physician.”  You  are 
invited  to  stop  by  and  receive  a Teller,  which  con- 
tains valuable  information  on  taxes.  Trained  repre- 
sentatives will  be  glad  to  supply  you  with  literature 
and  information  on  estate  planning,  life  insurance, 
tax  saving  ideas  and  other  subjects  that  affect  your 
financial  health.  Mutual  Benefit  Life  was  founded 
in  New  Jersey  in  1845  and  has  been  in  business 
without  interruption  ever  since. 

No.  6 — Merck  Sharp  & Dohme 

The  theme  of  the  Merck  Sharp  & Dohme  exhibit  is 
"SERVICE  TO  MEDICINE”.  One  phase  features 
the  details  of  the  Merck  Sharp  & Dohme  Postgradu- 
ate Program.  Another  feature  includes  information 
on  teaching  films  for  use  by  the  profession,  and  also, 
lay  films  that  can  be  utilized  to  portray  the  story 
of  medicine  to  the  lay  public.  The  exhibit  is  con- 
cluded with  a display  of  finger-tip  files  on  selected 
Merck  Sharp  & Dohme  products. 


BOOTH 

No.  8 — Whitehill  Taxkeeping  Systems 

Presenting  the  new  "Taxkeeper”.  A recordkeeping 
system  designed  solely  for  the  Medical  Profession. 
For  an  average  monthly  cost  of  $7.00  it  is  possible 
to  have  a complete  bookkeeping  system  including 
tax  newsletters,  service  at  tax  time,  plus  year  'round 
assistance  from  local  experts  trained  in  bookkeeping 
and  tax  problems. 

No.  9 — Medco-Sonlators,  Medcolafors, 

Physical  Therapy  Equipment 

Kol-Therm,  used  for  hot  or  cold  treatments,  can  be 
given  either  moist  or  dry  and  can  be  used  in  combi- 
nation with  electrical  muscle  stimulation,  which  gives 
gentle  massage  with  either  hot  or  cold.  Fully  auto- 
matic. 

Medco-Sonlator  provides  complete  facilities  for  com- 
bination of  electrical  muscle  stimulation  and  ultra- 
sound. In  many  cases  gives  much  relief  in  acute  and 
chronic  pain  in  a seven  minute  treatment. 

No.  10 — Schering  Corporation 

No.  11 — Roche  Laboratories 

No.  12 — Delaware  State  Board  of  Health 

No.  20 — Milex  of  Delaware  Valley 

New  developments  in  office  and  operative  Gyne- 
cology will  be  reviewed.  Amino-Cerv  Creme  a new 
concept  in  cervical  therapy  along  with  new  techniques 
in  Cancer  Detection  will  be  shown.  Copies  of  "A 
Doctors  Martial  Guide  for  Patients”  "A  Doctor  Dis- 
cusses Menopause”  and  "What  Teenagers  Want  To 
Know”  available  upon  request. 

No.  21 — Delaware  League  for  Planned 
Parenthood,  Inc. 

Modern  Birth  Control  Methods  and  Services  are 
discussed  in  professional-level  literature  available  at 
the  booth  of  the  Delaware  League  for  Planned 
Parenthood.  Board  members  of  the  League  will  be 
on  hand  to  answer  questions.  Quantities  of  lay-level 
literature  will  be  made  available  for  your  use. 
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BOOTH 

No.  22 — Warner-Chilcott 

Gelusil®  — the  physician’s  antacid  — for  lasting  re- 
lief of  pain  and  control  of  gastric  acid  by  neutrali- 
zation and  absorption.  The  unique  dual  gel  formed 
by  Gelusil  protectively  coats  irritated  and  eroded 
mucosa.  Gelusil  is  inherently  nonconstipating  — 
contains  no  laxative. 

Peritrate®  — for  the  patient  with  coronary  artery 
disease  — with  or  without  angina.  Peritrate  increases 
myocardial  blood  flow  and  oxygen  supply  safely  — 
with  no  significant  change  in  blood  pressure,  cardiac 
output  or  pulse  rate. 

No.  34 — Pfizer  Laboratories 


No.  35 — Delaware  Anti-Tuberculosis  & 
Health  Society 


No.  36 — The  Baker  Laboratories,  Inc. 

You  are  invited  to  visit  our  booth  where  Baker’s 
Modified  Milk  and  Varamel,  two  successful  products 
for  infant  feeding  are  on  display. 

Baker  representatives  will  be  glad  to  discuss  the 
benefits  of  Baker  Milk  products  which  provide  all 
the  normal  dietary  requirements  plus  a reserve  for 
stress  situations. 


CURRICULUM 

FOR  DELAWARE  TWO-WAY  RADIO  MEDICAL  CONFERENCES 

October,  1962  Schedule 


TOPIC  AND  FACULTY 

October  9 “Hematemesis.”  Rodney  Finkbeiner,  M.D.,  Associate  Professor  of  Medicine, 

University  of  Pennsylvania  School  of  Medicine 


October  1 6 “Hemoptysis” 


October  23  “Hematuria.”  John  Murphy,  M.D.,  Associate  Professor  of  Urology,  University- 

of  Pennsylvania  School  of  Medicine  ^ 
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The  Role  of 

Continued  Sputum  Examination  and 
Continued  Drug  Therapy 
IN  PULMONARY  TUBERCULOSIS 


• With  the  advent  of  chemotherapy  in  the  treat- 
ment of  pulmonary  tuberculosis  it  has  been  im- 
pressed on  us  that  not  everything  on  a chest 
x-ray  that  looks  like  tuberculosis  is  indeed  tuber- 
culosis. Some  sanatoria  reckon  that  in  the  pre- 
chemotherapy era  almost  20%  of  patients 
treated  for  tuberculosis  did  not  in  retrospect  have 
this  disease,  and  this  has  emphasized  the  need 
for  bacteriological  proof. 

Nathaniel  Young,  M.D. 


The  diagnosis  of  tuberculosis  is  absolute 
only  in  the  presence  of  typical  Mycobacterium 
tuberculosis,  and  for  this  reason  it  is  impera- 
tive that  a search  be  made  for  the  organism, 
and  the  cultures  be  inoculated  without  excep- 
tion in  every  case  under  investigation.  Once 
the  diagnosis  has  been  confirmed  and  the  pa- 
tient treated  with  antituberculous  drugs,  the 
need  for  repeated  regular  sputum  examina- 
tion continues.  It  is  our  practice  to  examine 
the  sputum  of  any  patient  who  has  ever  had 
a diagnosis  of  pulmonary  tuberculosis  each 
and  every  time  a chest  x-ray  is  taken  and 


Dr.  Young,  F.A.C.C.P.,  is  Director  of  Medical  Services,  Emily 
P.  Bissell  Hospital.  Wilmington.  Delaware, 


more  frequently  when  hospitalized. 

About  5%  of  patients  found  to  have  sputum 
containing  acid  fast  bacilli  have  a negative 
tuberculin  skin  test  confirmed  by  different 
strengths  of  tuberculin  and  different  methods. 
Usually  the  cultured  bacillus  in  these  cases 
is  an  atypical  variety  and  resistant  from  the 
beginning  to  INH  therapy. 

Where  The  Bacillus  Is  Atypical 

This  is  of  basic  importance  in  therapy,  as 
the  usual  treatment  of  tuberculosis  is  to  ad- 
minister a combination  of  drugs,  usually  two, 
of  which  one  is  INH,  i.e.  SM  plus  INH  or  PAS 
plus  INH.  It  is  well  recognized  that  a com- 
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bination  of  drugs  is  necessary  to  prevent  the 
emergence  of  resistant  strains,  and  where  the 
bacillus  is  atypical  this  condition  is  unlikely 
to  be  fulfilled. 

Despite  marked  x-ray  clearing  and  con- 
tinued x-ray  stability,  an  occasional  patient 
will  revert  to  positive  sputum  status,  indicat- 
ing the  need  for  further  treatment.  This  is 
not  surprising,  as  surgeons  frequently  find 
patients  with  stable  x-rays,  sputum  negative 
for  months,  who  nevertheless  have  viable 
organisms  in  the  resected  specimens,  particu- 
larly in  filled  cavities.  Despite  excellent 
planograms,  a filled  cavity  may  not  be  recog- 
nized until  the  surgical  specimen  is  examined. 

Long  And  Tedious  Drug  Therapy 

The  drug  therapy  of  tuberculosis  is  tedious 
— a handful  of  pills,  three  or  four  times  a day, 
day  after  day  for  many  months  and  sometimes 
for  years.  We  find  that  most  patients  today 
rapidly  convert  their  sputum,  and  once  sputum 
conversion  has  occurred,  we  expect  it  to  con- 
tinue as  long  as  the  drugs  are  taken  regularly. 
Insufficient  daily  dosage  or  intermittent  dos- 
age produces  relapse,  both  bacterial  and  x-ray, 
and  retreatment  does  not  produce  prompt 
sputum  conversion  as  in  primary  treatment. 
By  primary  treatment  we  mean  that  no  pre- 
vious tuberculous  chemotherapy  has  been  ad- 
ministered. We  feel  so  strongly  on  this  sub- 
ject that  at  least  once  a month  every  patient 
receving  PAS  therapy  in  the  hospital,  however 
cooperative  he  may  appear,  has  his  urine 
tested  for  the  presence  of  PAS.  The  test  is 
simple.  A strip  of  blotting  paper  impregnated 
with  FeC‘  is  dipped  in  the  urine,  and  if  ade- 
quate amounts  of  PAS  are  being  taken,  a 
prompt  violet  reaction  occurs.  This  test  is 
also  carried  out  on  patients  on  drug  therapy 
when  they  attend  chest  clinics.  PAS  is  the 
drug  least  acceptable  to  most  patients.  Re- 
quests for  drug  supplies  for  patients  on  home 
chemotherapy  are  closely  watched  to  deter- 
mine if  supplies  are  exhausted  at  the  proper 
time.  If  supplies  are  lasting  too  long,  chemo- 
therapy is  deduced  to  be  intermittent  or  in- 
adequate and  supplies  are  discontinued.  A 
small  percentage  of  these  patients  relapse  and 
have  to  be  readmitted  for  close  supervision 
of  treatment.  This  relapse  is  as  frequently 


determined  by  reversion  of  sputum  to  positive 
as  by  x-ray  changes.  Examination  of  sputum 
for  mycobacterium  tuberculosis  by  smear  and 
cultures  and,  on  occasion,  animal  innoculation 
is  an  often  neglected  measure.  Yet  it  is  simple, 
costs  the  patient  no  more  than  a postage 
stamp,  and  is  the  only  absolute  diagnostic 
criterion. 

The  response  to  drug  therapy  must  of 
necessity  be  followed  by  frequent  and  regular 
sputum  examination,  for  certainly  if  an  x-ray 
is  necessary,  so  also  is  a sputum  examination. 

Studies  for  bacterial  resistance  are  of  in- 
creasing importance  as  (according  to  studies 
in  different  world  areas)  anywhere  between 
5 and  20%  of  patients  are  resistant  to  one  or 
more  drugs  when  chemotherapy  is  initiated, 
and  it  is  of  prime  importance  that  initial 
treatment  be  with  the  correct  combination 
of  drugs.  Of  100  consecutive  patients  at  this 
hospital  who  faithfully  followed  the  hospital 
regime  for  six  months,  all  but  three  converted 
their  sputum  within  six  months.  This  was  on 
triple  drug  therapy  (SM,  PAS,  and  INH). 
These  patients  were  discharged  on  two  drugs, 
usually  PAS  and  INH.  At  the  end  of  two 
years  of  observation,  over  80%  submitted 
sputum  on  request.  A few  had  died,  not 
necessarily  from  tuberculosis,  and  some  denied 
expectoration.  The  three  patients  with  posi- 
tive sputum  at  the  end  of  six  months  were 
still  positive  at  the  end  of  two  years,  and 
there  were  an  additional  two  patients  who 
had  discontinued  drug  therapy  on  going  home 
from  the  hospital.  These  two  patients  prompt- 
ly became  negative  on  readmission. 

Summary 

The  importance  of  searching  for  tubercle 
bacilli  is  stressed.  This  is  not  only  a diag- 
nostic tool  of  the  first  importance  but  also 
essential  in  following  the  course  of  treatment, 
and  in  detecting  relapse  at  any  time  during 
the  patient’s  life.  In  addition  the  possibility 
of  the  organism  being  atypical  or  drug  resist- 
ant must  always  be  kept  in  mind  and  ap- 
propriate studies  made.  Once  drug  therapy 
is  begun  it  must  be  with  the  correct  combina- 
tion of  drugs  in  adequate  dosage  for  all  of  the 
recommended  time. 
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FOOD  NEEDS  AS  WE  GROW  OLDER 


* The  same  nutritional  principles  that  apply  to 
adequate  diets  for  earlier  periods  of  life  apply 
in  the  mature  years.  The  main  difference  is  in 
the  quantity,  not  the  quality. 


MaYTON  0.  ZiCKEFOOSE,  M.S. 


Less  work,  more  warmth,  and  less  food,  can 
apply  to  the  main  needs  of  older  people.  Food 
is  a common  factor  in  tying  these  needs  to- 
gether. 

Energy  production  can  be  calculated  per 
pound  of  body  weight,  thus  the  amount  of 
energy  production  can  be  compared  from  one 
person  to  another.  It  has  been  found  that 
energy  production  per  pound  of  weight  is 
greatest  at  the  end  of  the  first  year  of  life. 
From  then  on  there  is  a continuous  decrease. 
Energy  production  at  the  age  of  seventy  is 
less  than  it  was  at  sixty,  and  that  in  turn,  less 
than  fifty.  Less  calories  are  needed  with  each 
decade  of  life. 

In  addition  to  the  gradual  decrease  in  en- 
ergy production  for  the  maintenance  of  the 
body,  most  people  become  less  active  as  they 
grow  older  and  as  a result  expend  less  energy 
for  work  and  exercise.  Less  work  and  less 
food  tie  together. 

The  needs  for  more  warmth  may  be  linked 
with  food  in  two  ways.  As  the  individual 
grows  older,  the  body  burns  less  food  to  pro- 
duce heat,  thus,  a warmer  environment  is 
needed.  This  can  be  obtained  by  keeping  the 
house  warmer  or  by  wearing  heavier  clothing. 
As  a general  rule  there  is  a feeling  of  warmth 
after  eating,  brought  on  by  an  increase  of  en- 
ergy production.  Even  though  this  increase 
is  only  temporary,  the  feeling  of  warmth  pro- 
duced, gives  comfort  to  older  people.  It  can 
be  brought  about  by  eating  meals  which  con- 
tain a fair  amount  of  protein. 

Aging  Brings  Change 

Aging  brings  on  changes  in  appearance, 


Miss  Zickefoose  is  Nutritionist,  State  Board  of  Health. 


mental  outlook,  and  body  functions.  It  has 
been  shown  that  some  of  the  adverse  changes 
are  due  not  to  the  aging  process  as  such,  but 
to  impaired  nutrition  of  the  body  cells,  so 
that  they  are  unable  to  do  their  job. 

An  adult’s  nutrition  is  to  be  considered  in 
terms  of  the  past,  the  present  and  the  future. 
His  nutritional  state  at  any  specific  age  re- 
flects his  current  food  practices  as  well  as  his 
previous  dietary  habits. 

A good  diet  throughout  one’s  life  is  a type 
of  insurance  that  carries  many  benefits.  Good 
eating  habits  in  early  life  help  produce  a 
vigorous  maturity.  A continuance  of  these 
habits  will  extend  years  of  usefulness,  and  will 
delay,  or  prevent  the  appearance  of  many  of 
the  so-called  characteristics  of  old  age. 

Many  of  the  common  ills  of  older  people, 
such  as  fatigue,  depression,  sleeplessness, 
worry  and  overweight  or  underweight,  many 
times  can  be  traced  to  poor  food  habits. 

The  same  nutritional  principles  that  apply 
to  adequate  diets  for  earlier  periods  of  life 
hold  good  for  adults.  The  difference  between 
the  body  processes  in  the  mature  and  the 
young  i>erson  is  largely  one  of  intensity.  Pre- 
serving the  integrity  of  body  tissue  replaces 
the  more  active  processes  of  growth  and  main- 
tenance characteristics  of  youth. 

The  calendar  and  the  body  do  not  always 
agree  on  when  a person  begins  to  get  old. 
Some  people  are  still  young  when  they  are 
seventy,  while  others  are  old  at  forty.  Age 
is  judged  to  a great  extent  by  activity,  muscu- 
lar coordination  and  agility,  endurance,  by 
attitudes  and  outlook  on  life,  rather  than  by 
the  number  of  years  a person  has  lived. 
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In  the  usual  process  of  aging  the  body 
functions  less  efficiently,  there  is  less  strength 
and  endurance  as  the  three-score  and  ten 
period  is  reached  and  passed.  The  wise  per- 
son adjusts  his  activities  to  a slower  pace, 
and  learns  to  live  within  his  physical  endur- 
ance budget. 

Factors  Affecting  Food  Habits  Of  The  Aged 

The  choice  of  food  is  affected  by  economic, 
social,  and  psychologic  factors,  individually  or 
in  combination.  Food  habits  represent  an 
accumulation  of  attitudes  and  practices  over 
the  years. 

When  considering  the  factors  observed  to 
be  primary  determinants  of  the  food  habits 
of  elderly  people,  Beeuwkes  has  discussed  the 
following  points. 

1.  Income — In  many  instances  the  lowered 
income  of  retirement  has  influenced  the 
choice  of  food.  Calories  are  purchased 
without  consideration  to  their  nutri- 
tional content. 

2.  Housing — Where  the  individual  lives  has 
a great  deal  to  do  with  his  eating  habits. 
Is  he  in  an  institution?  Living  with 
children?  Living  in  a room  without 
cooking  facilities?  Or  living  in  an  apart- 
ment and  doing  his  own  cooking? 

3.  Chewing  Ability — Many  find  eating  a 
painful  experience  because  of  deficient 
chewing  surfaces.  With  careful  Selec- 
tions of  food,  others  might  have  an  ade- 
quate diet  of  foods  which  requires  little 
or  no  mastication.  The  morale  factor 
needs  to  be  considered.  The  act  of 
being  able  to  chew  and  to  taste  familiar 
foods  is  one  of  the  few  pleasures  remain- 
ing for  the  aged. 

4.  Existing  Food  Habits — With  some  per- 
sons they  are  good,  with  others  they  are 
poor.  There  is  a need  to  establish  pat- 
terns of  sensible  eating  throughout  the 
life  span.  The  patterns  of  excess  should 
probably  receive  greater  attention. 

5.  Food  Fads  and  Quackery — Much  money 
goes  for  useless  products  which  the 
quacks  promise  will  give  renewed  vigor, 
longer  life,  and  freedom  from  suffering. 


6.  Educational  Level — Some  studies  show 
that  the  level  of  educational  achieve- 
ment has  greater  effect  on  food  choice 
than  income  level.  Those  with  the  higher 
educational  levels  make  better  food 
choices  than  those  with  limited  educa- 
tion. 

Increase  Quality — Decrease  Quantity 

Even  though  the  need  for  calories  decreases 
with  age,  the  needs  for  protein,  iron,  calcium, 
and  vitamins  do  not  lessen.  Special  attention 
should  be  given  to  protein.  There  is  a con- 
tinuous loss  of  protein  from  the  body  tissues 
throughout  life,  and  the  loss  must  be  made 
good  to  prevent  wastage. 

Some  older  persons  feel  that  they  don’t 
need  much  meat  or  other  protein  foods.  Some 
think  meat  is  hard  to  digest,  or  hard  on  the 
kidneys.  This  is  not  true  except  in  certain 
uncommon  diseases.  Protein  foods  give  the 
body  substances  essential  to  life  and  which 
no  other  foods  can  supply. 

The  fatigue,  edema,  listlessness,  anemia, 
and  lowered  resistance  of  some  older  persons 
may  be  related  to  a low-protein  intake,  poor 
distribution  of  protein  in  the  days’  meals,  or 
impaired  utilization  of  protein.  Protein  is  in 
a constant  state  of  flux  in  the  aged  individual. 
When  diets  contain  ample  amounts  of  protein 
the  body  can  store  some  of  it  in  its  tissues. 
Well-filled  body  stores  of  protein  give  a person 
a definite  advantage  in  meeting  the  stresses 
of  daily  living;  a greater  ability  to  cope  with 
infection  and  to  withstand  the  shock  of  acci- 
dent, hemorrhage,  wounds,  fracture,  burns, 
or  surgery.  Research  has  emphasized  the 
supplementary  value  of  proteins,  one  protein 
improving  the  utilization  of  another  when 
eaten  at  the  same  time.  Thus  the  body  de- 
rives greater  nutritional  benefit  from  cereal 
with  milk  or  from  rice  and  peas  at  the  same 
meal  than  from  these  individual  foods  eaten 
separately. 

High-quality  protein  is  obtained  from  meat, 
milk,  eggs,  fish,  poultry,  and  cheese.  Older 
people  may  not  be  able  to  chew  meat.  They 
may  not  be  able  to  afford  some  of  these  pro- 
tein-rich foods.  Many  adults  seem  to  consider 
milk  as  food  for  children.  They  are  unaware 
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of  the  value  of  milk  and  cheese  as  easy-to-get 
and  easy-to-eat  inexpensive  sources  of  protein 
as  well  as  calcium  and  vitamins.  An  eggnog 
made  of  eight  ounces  of  milk  and  one  egg 
furnishes  as  much  protein  as  a two-ounce 
filet  mignon. 

Daily  Food  Guide 

As  age  advances  and  the  quantity  of  food 
needed  is  less  than  in  the  younger  adult,  the 
quality  still  needs  to  be  of  the  best.  The 
United  States  Department  of  Agriculture  has 
come  up  with  the  following  recommendations 
as  a daily  food  guide  for  older  folks:  milk, 
cheese,  ice  cream. 

Milk  is  our  leading  source  of  calcium  and 
riboflavin.  It  also  provides  high-quality  pro- 
tein and  many  other  nutrients,  including  vita- 
min A unless  the  butterfat  has  been  removed. 

Use  2 or  more  cups  of  milk  or  its  equivalent 
daily.  The  milk  may  be  fresh  fluid-whole  or 
skim;  evaporated;  dry;  buttermilk;  or  in 
cheese  or  ice  cream.  On  the  basis  of  calcium 
content,  the  following  may  be  counted  as  al- 
ternates for  1 cup  of  milk:  Cheddar-type 
cheese,  IV3  ounces;  cream  cheese,  1 pound; 
creamed  cottage  cheese,  % pound;  ice  cream, 
1 scant  pint. 

Meat,  poultry,  fish,  eggs,  dry  beans  and 
peas,  nuts:  Use  2 or  more  servings  from  these 
groups  daily.  Meat,  poultry,  fish  — these 
foods  are  important  primarily  for  high-quality 
protein.  They  also  provide  iron,  thiamine, 
riboflavin,  and  niacin. 

Use  at  least  1 serving  of  any  kind  of  meat, 
poultry,  or  fish  every  day.  Include  heart, 
liver,  and  other  variety  meats.  Use  bacon 
and  salt  pork  sparingly — not  more  than  Vg 
pound  to  every  5 pounds  of  meat,  poultry,  and 
fish  purchased. 

Eggs — Eggs  are  a source  of  high-quality 
protein,  iron,  vitamin  A,  thiamine,  riboflavin, 
and  vitamin  D.  Use  4 or  more  a week. 

Dry  Beans  and  peas,  nuts — These  foods 
contain  good  protein,  also  some  iron  and  nia- 
cin. This  group  includes  dry  beans  of  all 
kinds,  dry  peas,  lentils,  soybeans,  soya  pro- 
ducts, peanuts  and  other  nuts,  peanut  butter. 


These  foods  may  be  u.sed  occasionally  as 
alternates  for  meat,  poultry,  fish,  or  eggs. 
The  protein  value  is  increased  when  some  food 
that  provides  animal  protein  is  served  in  the 
same  meal — as  bits  of  ham  in  split  pea  soup 
or  beef  with  chili  beans. 

Grain  Products:  When  made  from  whole 
grain  or  restored  or  enriched  with  added  vita- 
mins and  minerals,  grain  products  provide 
significant  amounts  of  iron,  thiamine,  ribo- 
flavin, and  niacin. 

Use  4 or  more  servings  daily  of  whole-grain, 
enriched,  or  restored  products,  such  as:  bread 
and  other  baked  goods  made  from  any  kind 
of  grain;  cereals  to  be  cooked,  ready-to-eat 
cereals;  rice,  hominy  grits,  noodles,  macaroni. 

Vegetables  and  Fruits:  Use  at  least  4 serv- 
ings of  vegetables  and  fruits  daily.  Citrus 
fruits,  tomatoes, — oranges,  grapefruit,  other 
citrus  fruits,  and  tomatoes  are  mainstay 
sources  of  vitamin  C.  Use  at  least  1 serving 
every  day.  Some  other  fruits  and  vegetables 
are  also  valuable  for  vitamin  C and  may  serve 
as  alternates  part  of  the  time. 

The  following  provide  about  the  same 
amount  of  vitamin  C as  % cup:  (four  ounces) 
of  orange  or  grapefruit  juice;  2 tangerines; 
iVi  cups  (10  ounces)  tomato  juice;  V2  ot  a. 
medium  -size  cantaloupe;  V2  to  % cup  fresh 
strawberries;  1 cup  shredded  raw  cabbage; 
cup  broccoli  or  % to  1 cup  brussels  sprouts 
or  dark-green  leaves  such  as  collards  or  kale, 
cooked  briefly  in  a little  water;  a small  green 
pepper. 

Dark-green  and  deep  yellow  vegetables: 
Vegetables  in  this  group  are  rich  in  vitamin  A 
value  and  many  provide  worthwhile  amounts 
of  riboflavin  and  iron,  and  some  calcium.  If 
eaten  raw  or  cooked  for  a short  time  in  a 
little  water,  some  of  them,  such  as  spinach 
collards,  and  kale  are  also  good  sources  of 
vitamin  C.  Use  a serving  at  least  every  other 
day.  The  group  includes  broccoli,  green  pep- 
pers, all  kinds  of  greens — chard,  collards,  kale, 
spinach,  and  many  others,  cultivated  and  wild 
carrots,  pumpkin,  sweet  potatoes,  yellow  win- 
ter squash. 

Potatoes:  Potatoes  provide  worthwhile 

amounts  of  a number  of  minerals  and  vitamins. 
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including  iron,  thiamine,  riboflavin,  and  vita- 
min C.  Use  them  every  day  if  you  like. 

Other  vegetables  and  fruits:  The  many 
vegetables  and  fruits  not  included  in  the 
groups  already  mentioned  help  toward  a good 
diet  by  providing  vitamins,  minerals,  and 
other  nutrients.  Because  these  foods  contri- 
bute different  amounts  of  the  various  nutrients 
in  a serving  it’s  well  to  include  a variety.  Use 
from  1 to  3 or  more  servings  daily — to  total 
at  least  4 servings  of  vegetables  and  fruits 
from  all  groups. 

This  group  includes:  Asparagus,  green  lima 
beans,  snap  beans,  beets,  brussels  sprouts, 
cabbage,  celery,  com,  cucumbers,  lettuce, 
okra,  onions,  peas,  sauerkraut,  rutabages,  sum- 
mer squash,  turnips;  apples,  bananas,  berries, 
dates,  figs,  grapes,  melons,  peaches,  pears, 
plums,  prunes,  raisins,  rhubarb  — and  any 
others  available  from  the  market  or  garden. 

Fats  and  oils:  AU  fats  furnish  many  cal- 
ories. Butter  and  margarine  are  rich  in  vita- 
min A.  Use  some  butter  or  margarine  daily. 
Use  fats  sparingly  in  cooking. 

The  group  includes  butter,  margarine,  salad 
oils,  mayonnaise,  salad  dressing,  lard  shorten- 
ing, meat  drippings. 

Sugars,  sweets:  Sugars  and  sweets  are  use- 
ful mainly  for  the  calories  they  provide  for 
body  energy.  Use  sparingly  to  add  flavor  to 
meals  and  for  cooking..  Count  in  this  group 
any  kind  of  sugar — granulated  (beet  or  cane) 
confectioner’s,  brown,  maple,  molasses  or  any 
kind  of  sirup  or  honey;  jams,  jellies,  preserves; 
candy. 

Chewing  Problem  Important 

Many  people  are  not  fortunate  enough  to 
have  good  teeth  in  later  years,  and  are  unable 
to  prepare  their  food  properly  for  digestion. 
The  paring  knife,  the  food  chopper  or  blender, 
a little  extra  cooking  to  soften  the  sturdy 
fibers,  or  use  of  a sieve,  can  all  help  as  sub- 
stitutes for  the  missing  or  impaired  teeth. 

If  “the  oldster”  who  is  having  chewing 
difficulties,  isn’t  too  set  against  eating  them, 
the  infant  and  junior  foods  can  be  time  savers 
on  preparation  time.  Seasonings  will  prob- 
ably need  to  be  added. 


Overweight  Represents  Poor  Nutrition 

A person  who  oversteps  his  decreasing  re- 
quirements by  continuing  to  eat  the  habitual 
diet  of  earlier  years  goes  into  positive  calorie 
balance.  The  food  that  furnishes  the  extra 
calories  is  transformed  into  useless  body  fat, 
and  he  takes  on  weight.  Twenty  of  these 
extra  calories  a day  theoretically  mean  adding 
2 pounds  of  weight  in  a year.  Eighty  unwanted 
pounds  may  be  accumulated  between  the  ages 
of  25  and  65 

Reducing  is  not  easy  at  any  stage  in  hfe, 
but  in  old  age  it  can  be  especially  difficult. 
Old  folks  who  have  an  established  habit  of 
overeating  find  it  hard  to  realize  that  weight 
loss  may  reduce  blood  pressure,  relieve  diz- 
ziness and  arthritis,  make  the  actual  business 
of  moving  about  far  easier.  Yet  medical  ex- 
perience has  proven  that  it  frequently  does. 

The  nutrition  of  excesses  is  probably  the 
chief  dietary  hazard  of  modem  life.  Physically 
and  mentally,  overweight  persons  feel  the  op- 
pression of  carrying  around  extra  poundage. 
They  are  prone  to  accidents.  They  are  poor 
surgical  risks  and  are  more  likely  to  suffer 
from  heart  and  kidney  disease. 

The  important  things  to  remember  when  on 
a restricted  caloric  intake  is  to  choose  a diet 
of  good  quality,  with  a wide  variety  of  foods, 
and  with  special  accent  on  the  protein  group. 
Fluid  intake  should  be  generous. 

Apathy  Toward  Food  A Factor 

Selection  and  preparation  of  food  are  im- 
portant, but  all  of  this  is  to  no  avail  if  the 
food  is  left  uneaten.  Disinterest  or  lack  of 
appetite  in  an  older  person  may  be  due  to 
loneliness,  lack  of  activity,  or  worry.  The  aged 
should  be  encouraged  to  be  active  mentally 
and  physically,  if  at  all  possible.  A walk 
around  the  block  may  help  the  waning  ap- 
petite. 

Food  habits  and  food  notions  can  be  very 
rigid  and  can  keep  older  people  from  eating 
foods  needed  for  health. 

Constipation  Can  Be  A Problem 

The  body’s  digestive  apparatus  becomes 
less  active  with  advancing  age.  Constipation 
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often  becomes  a problem.  It  is  wise  to  get 
medical  advice  for  treatment,  since  the  cause 
may  be  quite  different  from  what  one  suspects. 
Two  measures  which  are  generally  safe  to  help 
prevent  constipation  are:  a generous  intake 
of  water;  and  a generous  intake  of  foods  pro- 
viding bulk  in  a softened,  non-irritating  form. 
Cooked  fruits  and  vegetables  will  usually  serve 
the  purpose. 

Imporfance  Of  Good  Nutrition 

Dr.  L.  B.  Pett,  Chief,  Nutrition  Division, 
Department  of  National  Health  and  Welfare 
of  Canada,  contributes  the  following: 

“It  is  frequently  stated  that  many  of  the 
aches  and  pains,  weaknesses  and  difficulties 
associated  with  growing  old  could  be  avoided 
by  better  nutrition.  Specific  advice  on  how 
to  do  this  is  still  difficult,  since  most  of  the 
evidence  is  inferred  rather  than  established. 
A few  things  may  be  said: 

1.  A balanced  diet  throughout  life  appears 
to  do  more  good  than  any  kind  of  diet 
or  dietary  supplement  begun  in  later 
years;  so  start  early. 

2.  Nothing  in  excess.  The  aphorism  of  the 
Greek  philosopher,  Solon,  needs  to  be 
followed  throughout  life.  It  applies  to 
individual  food  constituents,  such  as  fats 
or  vitamins,  as  well  as  the  foods  them- 
selves. It  is  a nutritional  signpost  on  the 
road  to  health,  but  it  needs  to  be  bal- 
anced by  an  idea  that  was  not  stated 
by  the  Greeks;  namely,  keep  up  in  your 
older  years  a little  of  everything  that 
you  have  found  to  suit  you. 

3.  Eating  a variety  of  foods  is  certainly 
the  “keynote”  of  good  nutrition.  Con- 
tinuing to  eat  a variety  of  foods  requires 
conscious  effort  in  old  age,  when  loss  of 
teeth,  economic  stress,  loss  of  appetite, 
gastric  upsets,  illnesses  and  various  dis- 
eases, work  to  produce  poor  eating  habits 
and  ultimate  malnutrition. 

4.  Keeping  up  physical  activity,  perhaps  of 
a different  kind,  but  still  enough  to  flex 
muscles  and  improve  the  circulation,  is 
just  as  important  as  the  diet  in  avoiding 
some  aspects  of  senescence.  It  will  help 
muscle  tone  and  stimulate  appetite  and 
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interest  in  life,  just  eating  a variety  of 
foods  and  keeping  up  some  physical  ac- 
tivities becomes  increasingly  difficult  and 
requires  continuous  thought  and  effort. 

5.  Since  the  amount  of  food  must  be  bal- 
anced against  the  amount  of  activity, 
and  since  illness  and  laziness  tend  to 
reduce  the  amount  of  activity  in  old 
age,  it  follows  that  the  foods  eaten  must 
provide  more  and  more  essential  nutri- 
ents and  less  and  less  volume  and  with 
fewer  calories.  To  do  this,  the  empty 
calories  represented  by  sugar  or  fat  must 
be  decreased. 

6.  Some  protein  of  good  quality  should  be 
eaten  at  every  meal.  The  best  and 
cheapest  of  such  protein  comes  in  milk, 
cheese,  or  eggs  and  meats  like  liver. 

7.  If  the  above  advice  is  being  followed, 
weight  control  will  be  achieved  at  all 
ages,  food  habits  will  avoid  excesses, 
mental  activity  and  outlook  can  be  main- 
tained at  a suitable  level  and  nutrition 
will  be  making  a real  contribution  to- 
ward prevention  or  postponement  of  the 
diseases  associated  with  the  aging 
group.” 

Summary 

The  food  habits  of  the  aged  are  influenced 
by  many  factors,  such  as  existing  food  habit, 
amount  of  money  to  spend,  living  conditions, 
health,  educational  level,  ability  to  chew  and 
interest  in  food. 

The  nutritional  requirements  of  the  elderly 
are  very  similar  to  those  of  younger  adults, 
except  for  calories. 

Dr.  Frederick  J.  Stare  of  Harvard,  has 
summarized  the  role  of  prevention  in  discus- 
sing nutritional  problems  of  advancing  age: 

“Physicians  and  others  respond  best  to  dis- 
ability, disease,  deficiency,  and  distress.  We 
must  learn  to  respond  equally  well  to  preven- 
tion, protection,  preservation,  and  the  im- 
provement of  health,  both  personal  and  public, 
for  these  are  the  principals  which  if  applied 
prior  to  advancing  age  wiU  make  that  period 
healthier  and  happier.  And  here  proper  nu- 
trition is  of  most  importance.” 

References  will  be  supplied  by  the  Journal  on  request. 
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FOOD  POISONING  OUTBREAK 
in  a Junior  High  School 

• This  is  a report  of  a staphylococcal  food  poison- 
ing epidemic  pointing  out  some  of  the  conditions 
that  can  occur  in  a well  managed  cafeteria  unless 
personnel  are  constantly  alert  to  the  importance 
of  adequate  refrigeration  of  perishable  food 
products. 


Staphylococcal  food  poisoning  is  by  far  the 
most  prevalent  of  food  borne  infections  in  the 
United  States.  Conditions  responsible  for 
outbreaks  have  not  been  clearly  defined.  It 
is  extremely  difficult  to  determine  what  factors 
are  required  to  produce  enterotoxin  in  food 
contaminated  with  staphylococcus.  Since 
laboratory  tests  presently  available  are  incon- 
clusive in  determining  the  presence  of  entero- 
toxigenic staphylococci,  one  must  rely  pri- 
marily on  the  epidemiological  characteristics 
of  food  poisoning  outbreaks. 

In  October,  1961,  a massive  food  poisoning 
outbreak  occurred  in  a junior  high  school 
which  was  investigated  by  the  staff  of  the 
New  Castle  County  Health  Unit.  Excellent 
assistance  was  given  by  the  administrative 
staff  of  the  school  in  question.  Information 
was  secured  from  the  students  and  teachers 
involved  by  circulating  a detailed  questionaire 
on  the  morning  following  the  outbreak.  Epi- 
demiological investigation  revealed  that  178 
persons  became  ill  from  two  to  ten  hours  after 
the  noon  meal.  Figure  1 shows  the  distribu- 
tion of  cases  in  relation  to  the  time  between 
eating  the  meal  and  onset  of  symptoms  with 
the  majority  of  cases  occurring  between  three 
to  five  hours  after  eating.  The  predominant 
symptoms  exhibited  were  nausea,  vomiting 
and  diarrhea. 

A total  of  800  persons  use  two  cafeterias. 
However,  the  meals  were  prepared  in  one 
central  kitchen.  Two  types  of  menus  were 
served  on  this  day.  A complete  luncheon 
platter  consisted  of  chicken  salad  with  lettuce 
and  tomatoes,  french  fried  potatoes,  mUk  and 
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brownies,  jello  or  peaches  for  dessert.  The 
al  a carte  menu  included  a variety  of  different 
foods,  namely:  ham,  swiss  cheese,  fruit  salad, 
cottage  cheese,  banana,  peanut  butter  and 
jelly  sandwiches,  tuna  fish  sandwiches,  hot 
dogs,  and  an  assortment  of  pies. 

On  this  day,  523  complete  luncheon  platters 
were  served  and  377  persons  selected  the 
a la  carte  menu.  At  this  school,  lunch  is 
served  in  four  shifts  beginning  at  11:15  a.m., 
and  the  last  shift  beginning  at  1 p.m.  At  2 : 30 
p.m.  the  first  case  appeared  complaining  of 
nausea  and  vomiting.  By  4:30  p.m.  the  school 
officials  realized  that  they  had  a major  out- 
break of  food  poisoning  and  contacted  the 
writer.  Since  most  of  the  students  had  already 
been  dismissed,  the  school  was  advised  to 
prepare  a news  release  about  the  epidemic  for 
use  by  the  local  radio  stations  in  order  to  alert 
the  community.  School  authorities  were  also 
instructed  to  save  all  left-over  food  served 
that  day  for  bacteriological  examination. 

It  was  evident  that  we  were  dealing  with 
a staphylococcal  food  poisoning  outbreak. 
The  suspected  food  was  believed  to  be  the 
chicken  salad  which  was  substantiated  by 
laboratory  analysis.  The  culture  of  the 
chicken  salad  showed  a plate  count  of  14 
million  colonies  and  slightly  hemolytic  (coagu- 
lase  positive)  staphylococcus  aureus  was  iso- 
lated. The  Dohnan  kitten  method  of  entero- 
toxin detection  was  negative.  However,  as 
stated  earlier,  laboratory  analysis  presently 
available  is  inconclusive  in  proving  staphylo- 
cocci enterotoxigenic.  Cultures  of  ham  and 
french  fries  revealed  a few  colonies  of  non- 
hemolytic staphylococcus  albus.  To  further 
substantiate  that  the  chicken  salad  was  the 


254 


September,  1962 


Food  Poisoning  Outbreak  in  a Junior  High  School — Gliwa 


responsible  food — all  but  four  of  the  178  per- 
sons who  became  ill  gave  a history  of  eating 
chicken  salad  for  lunch. 

The  kitchen  and  serving  facilities  in  this 
school  were  excellent  with  the  exception  of 
inadequate  regular  and  cold  storage  facilities. 
The  personnel  were  well  trained  in  good  food 
service  practices.  Examination  of  food  service 
personnel  did  not  reveal  any  gross  staphylo- 
coccal infections.  However,  as  has  been  pointed 
out  by  Blair,  pathogenic  forms  of  staphylococci 
are  constantly  carried  by  individuals  on  the 
skin  or  in  the  nose  by  approximately  20  and 
50%  respectively. 

In  reviewing  the  course  of  events  preceding 
the  outbreak  in  preparation  of  the  meal  in 
question,  it  was  readily  evident  that  inade- 
quate refrigeration  was  primarily  responsible. 
The  walk-in  refrigerator  was  only  capable  of 
lowering  the  temperature  to  54°F.  on  the  day 
of  our  investigation.  Evans  & Nivin  show  that 
staphylococci  capable  of  producing  entero- 
toxins  do  grow  well  at  temperatures  down  to 
50°F. 

The  preparation  of  the  chicken  salad  was 
begun  on  the  day  prior  to  the  outbreak.  One 
hundred  pounds  of  frozen  chicken  was  steam 
cooked  for  hours  at  a pressure  of  7 lbs. 
per  sq.  inch.  According  to  Keenan  and  Keyes 
this  would  bring  the  cooking  temperature  to 
approximately  233°F.  While  it  was  still  hot, 
the  meat  was  picked  from  the  bones  by  three 
workers  and  placed  in  two,  forty  quart  stain- 
less steel  bowls.  The  process  took  approxi- 
mately 2 hours.  These  bowls  were  packed 
six  inches  deep  with  warm  meat  and  then 
placed  on  shelves  in  the  improperly  function- 
ing refrigerator.  Also,  within  two  hours,  three 
whole  turkeys  (weighing  about  60  lbs)  were 
removed  from  the  steam  cooker  and  placed 
immediately  in  this  same  refrigerator.  It  is 
reasonable  to  assume  that  while  the  meat 
was  being  cooled,  the  temperature  was  much 
higher  than  54  °F.  that  was  registered  on  the 
day  of  our  investigation.  With  these  condi- 
tions present,  any  staphylococci  introduced 
into  the  chicken  would  have  ample  time  to 
incubate  especially  in  the  central  portion  of 
the  packed  meat.  The  following  day  (the  day 
of  the  epidemic),  the  chicken  and  turkey  were 
combined,  mixed  into  a salad  and  served. 


Hours  from  eating  to  onset 

Figure  1.  Distribution  of  174  Coses  of  Food  Poison- 
ing. (Time  interval  was  not  obtained  on  4 cases.) 

In  conclusion,  it  is  well  to  review  the  factors 
which  contribute  to  rendering  the  chicken 
and  turkey  salad  toxic.  The  inadequate  and 
improper  refrigeration  of  the  chicken — which 
had  ample  opportunity  to  be  inoculated  with 
staphylococcus — was  the  greatest  contribut- 
ing factor.  This  same  meat  was  packed  in 
deep  bowls,  providing  sufficient  time  for 
staphylococci  to  grow  especially  in  the  center 
portion  which  probably  remained  at  incubat- 
ing temperature  for  several  hours. 

If  adequate  cold  storage  facilities  had  been 
available,  and,  had  they  been  equipped  with 
registering  thermometers,  the  cafeteria  per- 
sonnel probably  would  have  been  able  to 
detect  the  refrigeration  failure  sooner.  Also, 
warm  food  should  be  put  in  shallow  pans  and 
placed  in  the  refrigerator  in  an  area  with  ade- 
quate air  circulation  to  assure  rapid  cooling. 
Large  quantities  of  hot  food  should  not  be 
placed  in  refrigerators  of  limited  size,  unless 
the  food  has  been  pre-cooled.  This  can  be 
accomplished  by  running  cold  water  over  the 
closed  food  container  or  by  covering  it  with 
ice  to  extract  the  major  portion  of  heat  first. 
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• The  private  physician  constitutes  the  vital  link 
in  venereal  disease  control  to  suspect,  recognize 
and  diagnose  cases  as  they  appear  in  his  office. 
The  Health  Department  will  supplement  his  efforts 
with  intensive  epidemiological  practices  and 
proven  control  techniques. 


Winder  L.  Porter,  M.D. 


Establishment  of  the  efficacy  of  appropriate 
antibiotics  has  brought  the  management  of 
venereal  disease  back  into  the  purview  of 
the  general  practitioner.  However,  the  re- 
sponsibility of  the  physician  who  undertakes 
to  treat  such  patients,  does  not  cease  with 
the  exhibition  of  treatment.  He  must  be  con- 
scious of  his  obligation  to  protect  the  public 
welfare  in  addition  to  his  more  immediate 
objective  of  providing  his  patient  the  greatest 
possible  benefit.  Confronted  with  ephemeral 
and  atypical  signs  and  symptoms  masked  by 
incidental  symptomatic  therapy,  confused  by 
conflicting  serologic  studies,  uncertain  ante- 
cedent treatment,  and  increasing  concern  for 
the  hazard  of  penicillin  reactions,  he  must 
make  momentous  decisions. 

It  is  not  reasonable  to  expect  that  the  av- 
erage physician  will  have  the  time,  the  facili- 
ties or  the  will  to  meet  all  these  responsibilities. 
Having  personnel  especially  trained  to  apply 
modern  epidemiologic  approaches  and  possess- 
ing facilities  geared  to  meet  these  challenges, 
the  Health  Department  freely  places  both  at 
the  disposal  of  every  physician  who  may  sim- 
plify his  task  if  he  employs  those  services 
and  facilities. 

Of  first  import  is  diagnostic  aid,  it  being 
well  known  that  Shepherd  tubes  for  collecting 
serologic  specimens  and  slides  for  tissue  ex- 


Dr.  Porter  is  Director,  Division  of  Venereal  Disease  Control. 


amination  are  provided  in  suitable  mailing 
containers.  Routinely  a VDRL  slide  test  is 
performed  and  reported  quantitatively  on  all 
specimens  submitted  for  serologic  testing. 
When  the  VDRL  is  reactive  or  upon  request, 
a Kolmer  Complement  Fixation  Test  is  also 
performed.  When  necessary  details  are  sup- 
plied, a Reiter  Protein  Complement  Fixation 
Test  (KRPCF)  will  also  be  performed.  When 
certain  rigid  criteria  are  met,  an  effort  will 
be  made  to  secure  a Treponema  PaUidum 
Immobilization  Test  (TPI).  Limitations  are 
set  because  the  expense  and  intricacy  of  the 
test  places  it  beyond  the  facilities  of  the  State 
laboratory  and  the  USPHS  restricts  its  par- 
ticipation to  those  cases  where  genuine  bene- 
fit is  envisioned  and  not  where  the  question 
is  more  or  less  academic. 

Capillary  tubes  are  supplied  for  collection 
of  serum  for  delayed  darkfield  examination. 
Whenever  possible,  immediate  or  direct  dark- 
field  examination  is  preferred,  and  an  inves- 
tigator has  been  trained  to  collect  proper 
specimens  in  the  field.  Each  local  health  of- 
ficer will  gladly  cooperate  and  arrange  for 
darkfield  examinations  in  his  office,  in  a clinic 
in  his  jurisdiction,  in  the  State  lab  itself  or 
in  whatever  manner  seems  most  appropriate 
at  the  time.  Private  patients  may  be  seen 
at  any  regular  VD  clinic  and  the  health  officer 
will  at  other  times  extend  consultation  for 
patients  who  present  a problem  in  diagnosis 
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and  management.  Spinal  fluid  examination 
can  be  scheduled,  processed  and  interpreted. 

Procaine  penicillin  in  2%  Aluminum  Mono- 
stearate (PAM)  or  Benzathine  Penicillin 
(Bicillin)  will  be  supplied  for  treatment  of  any 
reported  case.  For  persons  known  to  be  sensi- 
tive to  penicillin,  alternative  antibiotics  are 
supplied  for  cases  screened  and  approved  by 
the  health  officer  or  division  director.  Sulfon- 
amides and  or  suitable  antibiotics  will  be 
furnished  for  treatment  of  documented  cases 
of  chancroid,  LGV  or  Donovanosis.  On  oc- 
casion where  a patient  is  confined  to  his  home, 
a public  health  nurse  will  administer  treat- 
ment in  the  home  as  directed  by  the  private 
attendant. 

Register  Of  Syphilis  Cases 

Reporting  of  cases  is  simplified  to  the  point 
where  the  physician  often  needs  only  to  place 
a check  in  two  or  three  appropriate  squares 
and  attach  his  signature  to  morbidity  forms 
which  are  freely  distributed.  Whenever  evi- 
dence of  venereal  infection  is  elicited  in  the 
State  laboratory,  the  report  to  the  submitting 
physician  is  accompanied  by  such  a morbidity 
form  with  as  much  data  about  the  patient  as 
is  known,  already  filled  in.  In  a few  seconds 
the  physician  can  indicate  that  he  considers 
the  result  a biologic  false  positive,  that  he 
will  report  after  further  study,  that  he  has 
treated  or  wiU  treat  the  patient,  that  he  would 
like  assistance  in  the  management  of  the  pa- 
tient or  whatever  other  disposition  he  has 
made.  A register  is  kept  of  aU  cases  of  syphilis 
reported  in  the  past  decade  but  changes  of 
address,  name  spelling  or  stated  age  some- 
times makes  positive  identification  of  dupli- 
cates impossible.  When  duplicate  reports  are 
identified,  new  data  is  added  to  the  previous 
record  and  the  case  is  deleted  from  the 
morbidity  count.  Often  a physician  insists 
that  he  has  reported  a case  previously  when 
actually  he  has  called  the  patient  “other  or 
unknown”  or  indicated  that  he  will  treat 
prophylactically  without  establishing  a diag- 
nosis. In  recent  years,  the  effort  has  been 
intensified  to  catalogue  these  cases  system- 
atically so  as  to  minimize  the  necessity  to 
approach  the  attending  physician  for  further 
information  when  the  case  crops  up  again. 


Enlisting  Aid 

As  indicated,  the  phy.sician  is  urged  to  en- 
list the  aid  of  the  trained  VD  epidemiologist. 
These  interviewer-investigators  are  college 
graduates,  carefully  screened  as  to  moral 
character,  general  fitness  and  suitability  for 
such  employment,  and  then  provided  further 
intensified  training  in  the  techniques  of  VD 
investigation.  They  are  constantly  reminded 
of  the  sacredness  of  the  patient-physician  re- 
lationship and  the  need  to  be  ever  sensitive 
not  to  disrupt  it.  These  workers  will  attempt 
to  locate  patients  and  refer  them  back  to 
physicians  for  further  study.  They  will  in- 
terview infectious  cases  in  the  physician’s 
office,  at  the  patient’s  home,  in  the  health 
department  office  or  at  any  mutually  accept- 
able place.  While  concentrating  upon  efforts 
to  identify  persons  who  may  be  source  or 
recipient  of  the  disease  involved,  he  will  also 
try  to  convey  to  the  patient  an  understanding 
of  his  disease,  and  instill  within  him  a mis- 
sionary spirit  that  might  lead  him  to  steer 
other  suspected  persons  to  examination.  The 
investigator  will  attempt  to  locate  contacts 
and  suspects  named  and  refer  them  for  ex- 
amination by  their  own  preferred  physician, 
and  will  seek  return  of  private  patients  who 
have  lapsed  treatment,  who  need  to  be  fol- 
lowed to  determine  that  treatment  has  pro- 
duced results  to  be  expected,  or  who  may  as 
yet  be  unaware  that  the  physician  has  elicited 
data  (e.g.  reactive  STS)  indicative  of  possible 
venereal  infection.  When  desired,  the  inves- 
tigator will  aim  to  keep  the  physician  informed 
of  the  progress  of  his  investigations,  and  will 
particularly  report  back  information  which 
sheds  new  light  on  the  problem  at  hand. 

The  Division  strives  to  provide  up  to  date 
literature  and  information  for  distribution  and 
reference.  A new  book  condensing  current  con- 
cepts of  syphilis  diagnosis  and  management 
was  recently  distributed  to  a great  number  of 
physicians  and  other  copies  are  available  for 
those  who  may  have  been  overlooked,  or  who 
entered  practice  within  the  past  few  months. 

Films  and  slide  strips  related  to  various  as- 
pects of  diagnosis  and  recognition  of  VD 
manifestations  can  be  secured  through  the 
Division  of  Health  Education  and  vigil  is 
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constantly  kept  for  newer  productions  which 
can  be  offered  for  staff  meetings  and  house 
staff  orientation.  The  Division  is  anxious  to 
supply  speakers  for  major  medical  assemblies 
and  will  attempt  to  secure  men  of  national 
renown  and  reputation  to  participate  in  such 
programs.  Currently  being  explored  is  the 
possibility  of  participating  in  the  educational 
program  for  house  officers  by  providing  a tour 
of  duty  in  the  venereal  disease  clinics.  No 
stone  will  be  left  unturned  in  the  quest  to 
keep  abreast  of  developments  in  the  field  and 


place  these  at  disposal  of  any  physician  in  the 
State  as  soon  as  practical. 

Summary 

The  State  Health  Department  envisions 
current  VD  control  as  a team  effort,  in  which 
the  Department  gladly  accepts  the  responsi- 
bility of  supporting  the  private  physician 
with  all  the  facilities  and  know-how  it  has 
developed  over  the  years.  Assistance  is  of- 
fered in  diagnosis,  treatment,  epidemiology 
and  in  dissemination  of  information. 


SCHOLARSHIPS  GIVEN  BY  THE  MEDICAL  SOCIETY  OF  DELAWARE 

Four  Delaware  medical  students  have  been  awarded  scholarships  for  the  coming 
academic  year.  Each  has  received  a $500  grant  under  the  Medical  Society  of  Del- 
aware’s program  to  help  local  students  get  medical  educations. 

Robert  R.  Brereton,  Milford,  and  Alphonso  P.  Ciarlo,  Wilmington,  received  re- 
newal grants.  Both  had  been  Medical  Society  award  recipients  last  year.  Brereton 
is  entering  his  second  year  at  Temple  University  School  of  Medicine,  and  Ciarlo  his 
second  year  at  New  York  Medical  College. 

New  grants  went  to  .John  W.  Tull  and  O.  Dale  Collins,  III,  both  of  Wilmington. 


John  W.  Tull  graduated  from  Wilmington  High 
School  and  received  his  degree  in  biology  from  the 
University  of  Delaware  this  year.  He  was  elected 
to  Beta  Beta  Beta,  the  honorary  biology  fraternity, 
and  Phi  Beta  Kappa.  He  was  also  active  in  instru- 
mental and  choral  music  at  the  University.  He  will 
enter  Jefferson  Medical  College  this  month. 


O.  Dale  Collins,  III,  also  a native  of  Wilmington,  is 
a graduate  of  Colgate  University  and  has  received 
a doctor’s  degree  in  chemistry  from  Johns  Hop- 
kins. He  was  employed  as  a research  chemist  by 
the  DuPont  Company  before  resigning  to  enter 
medical  school.  He  is  now  beginning  his  third 
year  at  the  University  of  Virginia  School  of  Medi- 
cine. He  is  married  and  has  two  children.  Mr. 
CoUins  was  named  to  the  dean’s  list  for  the  1961-62 
academic  session. 
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SOCIAL  ASPECTS  OF  WATER  FLUORIDATION 

* Fluoridation  of  public  water  supplies  has  be- 
come one  of  the  nation’s  most  controversial  issues. 
Posed  as  a problem  for  research  by  social  scien- 
tists, the  author  presents  reasons  for  formerly  un- 
explained actions. 


The  scientific  basis  supporting  the  fluorida- 
tion of  public  water  supplies,  according  to 
Galagan,  are  no  longer  considered  to  be  con- 
troversial by  reputable  health  scientists  in 
the  United  States.  In  America,  for  almost  a 
decade,  the  dental,  medical,  and  related  health 
professions  have  been  satisfied  that  water 
fluoridation  is  an  effective,  safe,  economical, 
and  practical  method  for  preventing  a signifi- 
cant portion  of  the  anticipated  dental  caries 
in  our  future  citizens. 

Regardless  of  the  scientific  viewpoint,  the 
same  cannot  be  said  of  public  opinion.  Issuing 
from  a significantly  small  but  extremely  vocal 
group,  fluoridation  of  public  water  supplies 
has  become  a controversial  matter,  and  one 
capable  of  blocking  action  indefinitely  in  com- 
munities throughout  the  country. 

Obviously  Delaware  has  been  no  exception. 
To  date  three  communities,  Newark,  Selby- 
ville  and  Wilmington  have  been  successful 
in  combating  the  opposition.  In  Dover  and 
Seaford  it  is  still  an  open  issue  with  the  final 
decisions  yet  to  be  made.  Milton  rejected 
fluoridation  by  referendum  about  three  years 
ago,  while  other  communities  have  permitted 
interest  that  was  very  great  at  one  time  to 
become  practically  non-existent. 

Nature  Of  The  Controversy 

It  is  difficult  to  state  just  how  and  when 
fluoridation  became  a controversial  issue. 
However,  the  flurry  raised  in  the  early  part 
of  1950  was  not  wholly  unexpected.  Many  of 
the  leading  proponents  of  fluoridation  were 
prepared  for  some  reaction  because  of  the 
antagonism  provoked  when  vaccination,  pas- 
teurization and  chlorination  were  first  intro- 
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duced.  But  nothing  in  previous  experiences 
had  prepared  them  for  the  type  of  opposition 
encountered  today  in  water  fluoridation. 

There  are  two  national  organizations  op- 
posing fluoridation.  Their  leaders  include  a 
few  physicians  and  dentists  who  serve  as  an 
authoritative  source  from  which  stems  much 
of  the  propaganda.  The  chiropractors  are 
active  as  are  the  naturopaths,  food  faddists 
and  certain  religious  groups.  Locally  the  op- 
ponents are  from  all  walks  of  life,  with  little 
knowledge  of  the  subject  they  oppose.  Their 
major  qualifications  for  the  job  they  have 
undertaken  is  their  ability  to  follow  the  in- 
structions of  their  leaders  and  an  enviable 
zeal  to  do  the  job  well.  Thus  far  they  have 
succeeded  beyond  all  expectations  and  the 
past  four  years  have  witnessed  a most  dis- 
couraging decline  in  the  number  of  communi- 
ties accepting  fluoridation. 

The  arguments  of  the  opposition  are  num- 
erous, but  according  to  Paul  fall  mainly  into 
three  categories:  its  benefits  are  uncertain; 
it  may  have  injurious  consequences;  it  violates 
individual  rights. 

The  first  argument  he  believes  to  be  the 
least  effective  since  its  persuasive  force  di- 
minishes as  favorable  results  of  the  effective- 
ness of  fluoridation  are  reported  from  one 
community  after  another.  The  second,  how- 
ever, the  possibility  of  poisoning  is  more  per- 
suasive because  it  appeals  to  the  emotions 
and  invokes  anxieties  and  because  its  refuta- 
tion involves  technical  information. 

The  third  argument  is  in  his  opinion  the 
most  potent.  It  charges  that  fluoridating  the 
public  water  supplies  infringes  upon  the  rights 
of  individuals  who  are  not  free  under  this 
form  of  “compulsory  medication”  to  choose 
whether  or  not  to  consume  extra  quantities 
of  fluoride. 
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All  of  these  arguments,  in  one  form  or 
another,  have  been  used  hy  the  opponents  of 
fluoridation  here  in  Delaware.  They  have 
been  stated  in  numerous  “Letters  to  the 
Editor”  in  newspapers  throughout  the  state; 
they  have  been  repeated  in  various  types  of 
meetings  and  public  hearings;  they  have 
reached  the  public  by  what  may  be  described 
as  “under-cover”  methods  such  as  were  used 
in  Milton  just  prior  to  the  referendum  held 
there  about  three  years  ago. 

Social  Science  And  Fluoridation 

The  rejection  of  fluoridation  as  it  has  oc- 
curred in  many  communities  throughout  the 
country  has  been  posed  as  a problem  for  re- 
search by  social  scientists  and  many  of  their 
studies  have  been  published  in  the  last  five 
or  more  years.  In  each  one  an  attempt  has 
been  made  to  determine  some  of  the  factors 
which  have  influenced  the  acceptance  or  re- 
jection of  fluoridation  by  community  leaders 
and  voting  population. 

Green,  for  example  has  concerned  himself 
primarily  with  the  characteristics  of  fluorida- 
tion leaders,  for  it  is  the  intensity  of  their 
objections  that  make  the  dispute  occur.  He 
believes,  as  do  others  that  the  intense  opposi- 
tion is  embedded  in  a wider  constellation  of 
beliefs.  Again,  according  to  Paul,  if  fluorida- 
tion is  seen  simply  as  a preventive  health 
measure  to  reduce  the  incidence  of  dental 
caries,  it  may  well  seem  of  limited  importance 
as  a social  issue  ...  In  short  there  is  much 
for  social  research  to  explain  in  the  extra- 
ordinary actions  often  surrounding  this  com- 
plex controversy. 

Kirscht  and  Knudson  also  studied  the  atti- 
tudes of  certain  opponents  of  fluoridation,  us- 
ing attitudes  toward  science  as  an  approach, 
and  found  them  related  to  the  individual’s 
beliefs  about  the  fluoridation  issue.  Beliefs 
about  fluoridation  as  such  may  include  very 
little  scientific  content  yet  be  related  to  atti- 
tudes about  particular  aspects  of  science 
where  both  touch  upon  values. 

These  and  other  conclusions  reached  by 
social  scientists  are  interesting,  but  at  this 
point,  and  in  the  opinion  of  the  several  re- 


search scientists  themselves,  contribute  but 
little  to  the  proponents’  dilemma  on  how  to 
conduct  a successful  campaign.  Sanders  is 
slightly  more  helpful  in  that  he  presents  the 
various  stages  through  which  a controversy 
passes,  and  defines  each  stage.  Gamson  and 
Irons  analyze  their  own  studies  as  well  as  the 
work  of  others  and  point  up  the  relationship 
which  exists  between  certain  community  char- 
acteristics and  the  fluoridation  outcome.  For 
example  they  believe  there  is  no  clear  rela- 
tionship between  population  size  and  the  like- 
lihood of  fluoridation  winning  and  losing  but 
suggest  that  the  closeness  of  a vote  increased 
with  the  size  of  the  community  involved. 
Here  it  is  perhaps  worthwhile  to  note  that 
according  to  a statistical  report,  available  from 
the  Public  Health  Service,  66  percent  of  the 
cities  in  this  country  with  population  of  over 
half  a million  have  fluoridation  while  only 
17  percent  of  those  between  2,500  and  10,000 
and  5 percent  of  those  under  2,500  have 
fluoridation. 

The  age  of  the  people  seems  to  have  some 
bearing  on  the  outcome  of  a fluoridation  refer- 
endum. Enough  studies  have  been  made  to 
show  that  a community  with  a high  percentage 
of  its  population  in  the  65  years  or  older  age 
group,  will  undoubtedly  vote  “No.”  It  is  also 
fairly  certain  that  a community  whose  popula- 
tion is  in  the  higher  income  bracket  and  of 
higher  education  will  favor  fluoridation. 

Just  a simple  knowledge  of  these  facts 
raises  questions  in  the  minds  of  those  persons 
interested  in  the  controversy.  Why  should 
larger  cities  accept  fluoridation  and  smaller 
ones  reject  it?  Why  should  age,  income  or 
education  affect  projects? 

Obviously  these  questions  must  be  answered 
if  the  fluoridation  issue  is  to  be  resolved.  The 
social  scientists  have  made  splendid  progress 
in  their  research  and  have  produced  a vast 
amount  of  valuable  information,  but  their 
studies  are  far  from  complete.  Existing  re- 
search leaves  many  unanswered  questions,  but 
at  the  same  time  holds  promise  for  the  future 
when  definitive  suggestions  for  winning  public 
approval  of  fluoridation  may  be  forthcoming. 

References  will  be  supplied  by  the  Journal  on  request. 


260 


September,  1962 


THE  PREVENTION  OF  MENTAL  ILLNESS 

in  Sussex  County 

• A brief  review  of  the  existing  Mental  Health 
facilities  in  Sussex  County  and  the  needs  for  ex- 
panding some  of  these  facilities.  Emphasis  is 
given  to  the  desirability  of  furthering  Mental 
Health  education  in  Sussex  County  as  a first  step 
in  developing  a long-range  program  for  the 
prevention  of  mental  illness. 


Evelyn  G.  Orton,  M.D. 
Irene  C.  Simpler,  M.S. 


In  Sussex  County  very  little  consideration 
has  been  given  to  the  prevention  of  mental 
illness.  The  Welfare  and  Health  Departments 
deal  with  many  problem  families  who  have 
definite  needs  for  counselling  and  therapy. 
These  needs  must  be  met  before  such  families 
can  cope  with  their  problems  constructively 
and  effectively. 

Sussex  County  has  a population  of  73,120 
and  an  area  of  1100  square  miles.  The  Mental 
Hygiene  Clinic  at  Stockley  is  the  only  out- 
patient mental  hygiene  facility.  Its  resident 
staff  consists  of  one  psychiatrist  and  one 
psychiatric  social  worker,  and  at  times  one 
psychologist.  This  staff  holds  clinics  at  Stock- 
ley,  Seaford  and  Dover  and  serves  Kent 
County  as  well  as  Sussex. 

The  people  who  need  psychiatric  consider- 
ation may  be  classified  loosely  into  three 
groups:  First,  the  ones  suffering  from  acute 
mental  illness,  who  are  readily  recognized  by 
their  overt  abnormal  behavior.  This  is  the 
smallest  group,  and  the  group  most  often 
referred  and  treated  in  the  local  hygiene  facili- 
ties or  the  Delaware  State  Hospital.  The 
second  group  is  larger  and  made  up  of  families 
or  individuals  who  have  emotional  or  adjust- 
ment problems  stemming  from  a variety  of  sit- 
uations such  as  marital  strife,  broken  homes. 


Dr.  Orton  is  Acting  Deputy  State  Health  Officer;  Sussex  County; 
Mrs.  Simpler  is  Supervisor  Child  Welfare  Service,  State  Depart- 
ment of  Public  Welfare,  Sussex  County. 


unemployment,  alcoholism  or  chronic  illness. 
Some  of  these  cases  are  referred  and  seen  at 
the  Mental  Hygiene  Clinic  at  Stockley  but 
the  present  staff  is  adequate  to  handle  only 
the  most  urgent  of  these.  The  following  case 
history  from  the  files  of  the  Department  of 
Public  Welfare  is  an  illustration:  Mary  Jones 
is  a foster  child  whose  behavior  became  so 
unacceptable  and  uncontrollable  that  the 
foster  mother  requested  help.  The  referral 
was  made  to  the  Mental  Hygiene  Clinic  in 
November  of  1961;  the  examination  was  given 
in  two  separate  appointments  and  was  finally 
completed  in  February,  1962,  but  as  of  April, 
1962,  no  report  had  been  received  of  the 
diagnosis  or  the  requested  treatment.  In  the 
meantime  the  foster  mother  insisted  that  the 
child  be  removed  from  the  home  as  her  be- 
havior was  growing  worse.  Mary  was  placed 
in  shelter  care  at  Governor  Bacon  Health 
Center  where  she  will  receive  no  therapy  of 
any  kind  because  a child  cannot  be  admitted 
to  Governor  Bacon  Health  Center  unless 
recommended  by  the  Mental  Hygiene  Clinic. 
The  third  group  and  by  far  the  largest  is 
made  up  of  mentally  retarded  individuals 
who  come  to  the  attention  of  the  Welfare  or 
Health  Departments  because  they  are  unable 
to  maintain  minimum  living  and  health  stand- 
ards. The  women  have  had  no  training  in 
the  basic  fundamentals  of  homemaking  and 
child  care  and  the  men  have  had  no  training 
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that  will  enable  them  to  keep  the  simplest 
jobs. 

Often  the  families  with  problems  will  turn 
to  someone  they  know  and  trust  for  help. 
This  person  may  be  a family  physician,  social 
worker,  public  health  nurse,  school  nurse,  or 
minister.  These  persons  are  capable  of  recog- 
nizing the  need  for  referral  to  consultation 
and  therapy  services  but  because  of  the  limited 
facilities  have  to  do  one  of  two  things:  either 
offer  no  help,  or  try  to  give  counselling  or 
advice  in  a field  for  which  they  are  not  quali- 
fied by  training  or  education. 

Many  Approaches 

In  order  to  have  a program  directed  toward 
the  prevention  of  mental  illness  many  ap- 
proaches may  be  considered.  First,  the  Men- 
tal Hygiene  Clinic  at  Stockley  needs  more 
staff  to  enable  them  to  handle  more  referrals. 
It  would  be  desirable  that  there  be  more  ex- 
change between  the  clinic  staff  and  agencies 
or  individuals  initiating  the  referrals.  In 
most  cases  the  Public  Health  Nurse,  Social 
Worker,  minister,  etc.,  are  seeing  the  families 
of  patients  frequently  for  various  reasons. 
They  need  to  have  some  idea  of  the  patient’s 
progress  or  prognosis  in  order  to  help  the 
families  to  develop  an  environment  which  will 
be  conducive  to  the  recovery  of  the  patient. 
Even  though  the  family  of  the  patient  receives 
counselhng  at  the  clinic,  they  still  seek  advice 
from  the  person  to  whom  they  turned  first. 
Without  some  communication  with  the  Men- 
tal Hygiene  Clinic,  the  person  is  put  in  the 
position  of  either  giving  no  answer  or  an 
evasive  answer  which  may  be  contrary  to  that 
given  at  the  Mental  Hygiene  Clinic,  and  will 
only  serve  to  confuse  the  family.  For  example, 
very  often  a school  nurse  has  established  a 
good  relationship  with  an  emotionally  dis- 
turbed child  because  this  type  of  child  spends 
a great  deal  of  time  in  the  school  infirmary. 
This  child  may  be  referred  to  the  Mental 
Hygiene  Clinic  through  the  school  psycholo- 
gist. However,  during  treatment  the  child 
often  continues  in  school,  or  returns  to  school 
after  treatment.  The  school  nurse  would 
like  to  know  whether  it  is  to  the  child’s  best 
interest  to  break  off  the  relationship  or  con- 
tinue to  allow  the  child  to  be  somewhat  de- 


pendent on  her  support.  In  this  connection, 
I believe  that  the  School  Nurse,  Public  Health 
Nurse,  Social  Worker,  and  so  forth  would 
welcome  a chance  to  further  their  education 
in  mental  hygiene,  but  as  most  of  them  have 
family  responsibilities  as  well  as  their  work, 
it  is  impossible  for  theni  to  travel  to  the  Uni- 
versity of  Delaware,  which  is  the  nearest  place 
to  get  such  education.  An  extension  course 
designed  for  the  “fringe”  personnel  concerned 
in  mental  health  might  be  a practical  solution 
to  working  out  a team  approach  to  the  pre- 
vention and  treatment  of  mental  illness.  Along 
this  same  line  it  would  seem  that  the  treat- 
ment process  might  benefit  from  a better 
awareness  of  the  social  factors  on  the  part 
of  the  therapist.  The  referring  person  in  a 
rural  area  such  as  Sussex  County  usually  has 
first-hand  knowledge  of  the  patient’s  living 
environment  and  other  conditions  contributing 
to  the  illness  or  disturbance  which  they  would 
willingly  share  with  the  psychiatrist  if  the 
opportunity  were  offered,  especially  as  this 
might  relate  to  plans  for  after-care  or  dis- 
charge. 

Regularly  Scheduled  Clinics 

Regularly  scheduled  clinics  in  the  small 
towns  of  Sussex  County  in  addition  to  those 
held  in  Stockley  and  Seaford  would  help  to 
overcome  two  obstacles  which  deter  many 
people  from  attending  the  Mental  Hygiene 
Clinic.  The  first  obstacle  is  the  transporta- 
tion problem.  There  is  almost  no  public  trans- 
portation in  Sussex  County.  In  many  of 
these  families  the  father  cannot  afford  to  take 
a day  off  from  work  to  bring  the  patient  to 
clinic  in  the  family  car  which  he  uses  for 
work.  In  a case  where  the  family  has  no  car, 
it  costs  from  five  to  seven  dollars  to  hire  trans- 
portation to  and  from  Stockley  from  the  out- 
lying towns  and  these  families  cannot  afford 
to  pay  this.  The  second  obstacle  is  that  most 
people  in  Sussex  County  associate  the  Mental 
Hygiene  Clinic  with  the  Hospital  for  the 
Mentally  Retarded  because  they  are  located 
adjacently.  Many  families  and  individuals 
seem  to  feel  that  there  is  a stigma  attached 
to  attendance  at  the  clinic  because  of  this 
location  and  even  though  this  is  a mistaken 
idea  based  on  ignorance,  it  must  be  taken  into 
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consideration.  The  following  case  history 
from  the  Department  of  Public  Welfare 
demonstrates  this:  Henry  Brown,  age  13, 
along  with  two  younger  brothers  and  a sister, 
was  placed  in  foster  home  care  when  their 
father  killed  himself  with  a shotgun  one 
morning  as  the  children  were  preparing  to 
leave  for  school.  Their  mother  had  died 
slowly  from  cancer  several  years  ago  and  Mr. 
Brown  had  become  an  alcoholic  since  his  wife’s 
death.  Although  he  maintained  a job  which 
could  have  paid  well  he  showed  no  interest 
in  advancement,  hired  a series  of  housekeepers 
who  he  expected  to  care  for  the  children  as 
well  as  the  home  for  a very  low  wage.  Con- 
sequently, there  was  little,  if  any,  wholesome 
family  life  for  these  four  children.  When 
they  moved  into  a foster  home  the  three 
younger  children  adjusted  readily,  but  Henry 
was  non-conforming  and  disagreeable.  His 
school  work  was  not  acceptable  although  he 
had  previously  proved  himself  capable  of  doing 
good  work.  After  a reasonable  length  of  time 
during  which  all  efforts  on  the  part  of  the 
foster  parents,  the  social  worker,  the  school 
and  the  clergyman  failed  to  help  this  boy,  he 
was  referred  to  Mental  Hygiene  Clinic  for 
psychotherapy,  but  this  effort  also  failed  be- 
cause the  child  refused  to  return  for  treatment 
when  he  saw  that  the  clinic  was  located  on 
the  grounds  of  an  institution,  the  Hospital  for 
the  Mentally  Retarded.  The  psychiatrist  very 
understandingly  recognized  the  reason  for  the 
boy’s  resistance  and  terminated  the  treatment 
with  no  alternative  recommended. 

Classes  For  Educable  Mentally  Retarded 

Existing  facilities  other  than  the  Mental 
Hygiene  Clinic  also  need  to  be  reinforced  and 
expanded.  Only  four  schools  in  Sussex  County 
have  classes  for  the  educable  mentally  re- 
tarded. These  classes  are  filled  and  often 
cannot  accommodate  the  need  in  their  own 
schools  so  that  it  is  impossible  to  refer  pupils 
from  other  schools  to  these  classes.  A child 
who  cannot  possibly  keep  up  with  the  class 
academically  may  become  so  frustrated  that 
emotional  illness  is  added  to  his  existing  handi- 
cap. 

The  Day  Care  Center  for  the  trainable 
mentally  retarded  at  Georgetown  and  Seaford 


are  serving  a dual  need:  the  obvious  one  of 
training  the  children,  but  also  the  less  obvious 
need  of  the  family  to  have  some  relief  from 
the  constant  strain  on  their  time  and  patience 
that  the  care  of  such  a child  demands.  A 
mother  who  keeps  her  mentally  retarded  child 
at  home  all  the  time  often  concentrates  so 
much  of  her  time  and  attention  on  this  child 
that  she  may  be  unable  to  comply  with  the 
emotional  needs  of  the  other  members  of  the 
family,  thus  creating  a further  problem;  she 
may  even  become  emotionally  unbalanced 
herself  due  to  this  strain.  Having  a child  at 
the  Day  Care  Center  for  even  a few  hours 
each  week-day  helps  to  prevent  these  situa- 
tions, therefore  an  expansion  of  this  facility 
would  be  a valuable  contribution  to  a program 
for  the  prevention  of  mental  illness. 

Vocational  Technical  Training 

'The  Vocational-Technical  School  in  George- 
town, which  has  been  in  operation  for  only 
one  school  year,  is  a step  forward  and  no  doubt 
will  bring  long-range  results  in  contributing 
to  the  prevention  of  mental  illness.  A portion 
of  their  students  are  not  able  to  achieve  any 
academic  status  in  the  public  high  school, 
but  do  well  at  the  Vocational-Technical 
School.  The  staff  at  this  school  say  that  the 
feeling  of  accomplishment  that  these  students 
get  from  being  able  to  learn  a trade,  is  re- 
flected in  the  improved  attitude  and  behavior 
of  the  students.  The  one  drawback  here  is 
that  a student  must  have  attained  promotion 
to  the  10th  grade  before  he  can  avail  himself 
of  the  opportunity  for  this  kind  of  vocational 
or  job-training.  From  an  administrative  point 
of  view  this  is,  no  doubt,  sound  but  we  have 
in  our  rural  area  a large  population  of  children 
who  do  not  have  the  academic  ability  or  inter- 
est to  reach  this  level  of  grade  placement,  but 
who  may  be  manually  capable  of  learning  a 
trade.  These  are  the  children  we  also  need 
to  be  concerned  about,  for  they  are  the  ones 
who  will  likely  remain  in  Sussex  County  be- 
cause of  their  lack  of  skill  and  with  our  limited 
seasonal  employment  for  such  people  will 
further  tend  to  become  financially  dependent 
upon  society — in  other  words  another  “Wel- 
fare Case.” 
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Training  For  Adults 

There  are  many  young  adults  who  have  not 
had  the  opportunity  offered  at  the  Vocational- 
Technical  School.  This  case  history  from  the 
files  of  the  Delaware  State  Department  of 
Health  is  an  illustration:  The  Smith  family 
consists  of  a mother,  father  and  six  children. 
The  father  holds  a steady  job  and  has  been 
able  to  build  a small,  adequate,  prefabricated 
house  equipped  with  screens.  He  has  planted 
a lawn  and  some  shrubbery.  However,  when 
the  Public  Health  Nurse  visited  this  family  a 
few  weeks  after  they  had  moved  in,  she  found 
the  new  floors  dirty,  the  children  half  dressed 
and  dirty,  and  the  home  filled  with  flies.  The 
mother  is  obviously  mentally  retarded  and 
apparently  has  no  conception  of  how  to  per- 
form the  simplest  household  chores  with  any 
degree  of  efficiency.  Here  we  have  a situation 
where  the  mother  could  possibly  be  taught  a 
few  fundamentals  of  housekeeping  and  child 
care  if  someone  could  work  with  her  individ- 
ually. This  would  improve  the  chances  for 
the  children  to  grow  up  as  productive  citizens. 
There  are,  of  course,  many  families  on  Wel- 
fare where  the  situation  appears  to  be  hope- 
less as  far  as  rehabilitation  goes,  and  it  would 
be  a waste  of  time  and  money  to  give  them 
concentrated  individual  attention.  However, 
it  might  be  worthwhile  to  consider  a small 
experimental  project  with  a few  selected 
families  to  see  if  individual,  concentrated  in- 
struction in  homemaking  would  be  a practical 
approach.  A trained  social  worker  would  not 
necessarily  be  needed  for  this;  a person  with 
some  education  who  had  experience  in  house- 
keeping, and  who  was  reaUy  interested  would 
possibly  be  the  better  choice.  Some  of  these 
people  have  never  been  taught  anything  but  a 
stoical  acceptance  of  filth,  disease,  malnutri- 
tion, and  poverty  and  have  no  hopes  of  achiev- 
ing any  better  life  for  themselves  or  their 
children.  They  are  a burden  on  the  State  and 
the  community  as  their  parents  were  and  as 
their  children  will  be  if  some  incentive  to 
better  themselves  cannot  be  introduced. 

In  a recent  survey  done  by  the  Department 
of  Public  Welfare  of  Sussex  County  they 
found  that  of  those  foster  children  in  their 
custody  who  had  received  psychometric  ex- 


aminations (all  children  are  not  routinely 
examined  because  of  lack  of  psychologists) 
only  15%  were  of  average  intelligence  (2  of 
these  were  superior);  20%  were  below  aver- 
age; 35%  were  borderline  (70-80  I.Q.);  20% 
retarded  (eligible  for  hospitalization);  and 
10%  defective  (50-60  I.Q. — but  not  exhibiting 
a serious  enough  social  problem  to  warrant 
committment  to  the  Hospital  for  the  Mentally 
Retarded).  All  of  these  children  are  being 
supported,  at  least  partially,  by  the  State  of 
Delaware. 

A recent  advance  in  the  prevention  of  men- 
tal retardation  is  the  detection  of  phenylke- 
tonuria in  young  infants  by  means  of  a simple 
blood  screening  method.  A plan  to  have  this 
test  performed  on  every  infant  born  in  Dela- 
ware is  now  being  developed,  so  that  early 
treatment  may  be  started  before  mental  re- 
tardation develops  in  the  phenylketonuric 
child.  It  is  a possibility  that  this  method 
may  be  adapted  to  the  screening  of  other 
hereditary  metabolic  disturbances  causing 
mental  retardation. 

Other  Considerations 

There  are  many  other  considerations  to  be 
taken  into  account  in  considering  mental 
health  from  the  preventive  standpoint:  decent 
housing  at  low  cost;  more  facilities  for  whole- 
some family  recreation;  attention  to  the 
psychological  needs  of  the  increasing  num- 
bers of  aging  people  to  help  them  and  their 
families  to  cope  with  the  problems  attendent 
on  an  increased  life  span. 

There  is  also  an  increasing  need  to  protect 
those  who  are  mentally  infirm  and  are  either 
abused  or  neglected  by  their  children.  While 
our  State  recognizes  a need  for  this  kind  of 
service  to  children  and  provides  for  it  by 
law,  there  has  been  no  consideration  given  to 
the  “old”  person  who  is  just  as  helpless. 

Finally,  and  most  important,  there  is  a 
great  need  for  community  education  directed 
toward  emphasis  to  the  people  of  Sussex 
County  of  the  necessity  for  a long  range  pro- 
gram for  prevention  of  mental  illness.  The 
efforts  of  the  Mental  Health  Association  in 
upper  Delaware  are  encouraging  in  this  re- 
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spect  but  have  met  with  apathy  in  Sussex 
County.  There  are  very  few  families  in  this 
part  of  the  State  who  have  not  been  touched 
by  some  form  of  mental  illness  and  yet,  for 
the  most  part,  like  the  ostrich,  bury  their 
heads  in  the  sand  and  try  to  hide  from  their 
neighbors  what  they  believe  to  be  a stigma. 
Often  no  professional  help  is  sought  until 
some  grave  crisis  forces  them  to  positive  ac- 
tion. This  attitude  is  understandable  in  the 
light  of  a reluctance  of  most  employers  to 
accept  people  with  a history  of  mental  illness 


as  employees.  A Preventive  Mental  Health 
Program,  no  matter  what  agencies  or  associa- 
tions sp>onsor  it  cannot  be  successful  until 
the  community  as  a whole  accepts  the  program 
and  supports  it.  Continuing  and  persistent 
education  started  at  the  level  of  professional 
people — family  physicians,  nurses,  ministers, 
school  teachers,  social  workers  and  community 
leaders  and  sifting  down  to  all  social  economi- 
cal levels  of  the  community  is  the  foundation 
for  a successful  program  for  the  prevention 
of  mental  illness. 


POSTGRADUATE  COURSES  AND  CONFERENCES 


Temple  University  Medical  Center  offers  its  postgraduate  course  “Recent  Ad- 
vances in  Medicine”  for  eight  consecutive  Wednesday  sessions,  beginning 
October  17  and  ending  December  5.  The  course  is  limited  to  fifty  and  has  been 
oversubscribed  in  past  years.  Fee;  $50;  Thirty-two  hours  credit  in  Category  I 
of  the  AAGP.  Write  to:  Albert  Finestone,  M.D.,  Temple  University  Medical 
Center,  Broad  and  Ontario  Sts.,  Philadelphia. 


The  Pennsylvania  Academy  of  General  Practice  in  cooperation  with  the  Penn- 
sylvania Hospital  in  Philadelphia  will  present  its  course  in  modern  obstetrics 
beginning  October  15  for  five  and  one-half  days  at  the  Pennsylvania  Hospital, 
Eighth  and  Spruce  Streets.  Registration  fee — $50.  Interested  physicians  should 
contact:  George  A.  Rowland,  M.D.,  P.O.  Box  117,  Millville,  Pa. 


The  Albert  Einstein  Medical  Center  announces  its  postgraduate  courses  open 
for  1962-63.  For  information  and  application,  write:  The  Center,  Philadelphia 
41,  Pa. 


The  Eleventh  Annual  Conference  of  the  United  States  Civil  Defense  Council 
will  be  held  October  15-19,  1962  in  the  James  White  Memorial  Auditorium 
Coliseum,  Knoxville,  Tenn. 
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HOUSE  OF  DELEGATES 
and  Related  Actions 


o The  11th  Annual  Meeting  of  the  A.M.A.  heid 
in  Chicago,  June  28th,  has  been  reported  by 
your  delegate,  highlighting  the  actions  important 
to  each  member  of  the  society. 


H.  Thomas  McGuire,  M.D. 


The  American  Medical  Association’s  renewed  con- 
cern for  the  health  of  elderly  people  generally,  for 
the  discipline  of  its  own  members  specifically,  and 
for  more  meaningful  relationships  with  the  medi- 
cal organizations  nationally,  highlighted  the  A.M.A.’s 
111th  annual  meeting  in  Chicago.  House  of  Dele- 
gates actions  on  June  28  encompassed  matters  of 
legislation,  economics,  jurisdictional  authority,  medi- 
cal science  and  public  health. 

— Full  support  for  the  Kerr-Mills  program,  firm 
oppositions  to  King-Anderson  type  of  legislation. 
Action  was  on  17  separate  resolutions  dealing  with 
the  matter,  or  20%  of  the  total  resolutions. 

— The  Judicial  Council  may  acquire  direct  discip- 
linary jurisdiction  over  individual  members  in  ad- 
dition to  its  present  function  of  medical  society 
action  review. 

— Number  of  Board  of  Trustees  members  increas- 
ing to  15  from  the  present  11. 

— Clarification  of  relationships  with  American 
College  of  Surgeons,  and  with  American  Board  of 
Abdominal  Surgery. 

Health  Care  For  Aged 

In  reaffirming  active  opposition  to  the  King- 
Anderson  Bill,  the  House  cited  the  following  reasons; 

1.  Lack  of  need  for  such  a plan  . 

2.  It  would  provide  inadequate  care  for  all  aged 
rather  than  complete  care  for  those  who  need 
help. 

3.  Inherent  in  the  use  of  the  Social  Security 
mechanism  are  governmental  controls  of  medi- 
cal practice  which  would  increase  with  the 
expansion  of  the  program. 

4.  Deterioration  of  the  quality  of  medical  care 
not  only  for  the  aged  but  for  the  population 
as  a whole. 

In  reaffirming  strong  support  for  the  Kerr-Mills 


Act,  the  House  declared  that  “The  Kerr-Mills  method 
should  be  given  a fair  and  reasonable  chance  to 
meet  the  need  and  thus  remove  the  demand  for 
further  Federal  legislation.” 

The  House  took  no  action  on  one  resolution  which 
calls  for  non-participation  in  the  implementation 
of  the  King-Anderson  Bill. 

Board  Of  Trustees 

The  House  approved  a report  of  the  Ad  Hoc 
Committee  on  the  Board  of  Trustees  which  recom- 
mended that  the  size  of  the  Board  be  increased 
from  11  members  to  15  members.  This  will  be 
accomplished  by  adding  three  elected  members  and 
by  including  tbe  immediate  past  president  of  the 
Association  for  a one-year  term.  The  House  also 
accepted  a committee  recommendation  that  set  the 
term  of  office  for  elected  Board  members  at  three 
years  and  limited  the  number  of  terms  to  three, 
for  a maximum  of  nine  years  service.  To  imple- 
ment the  House  action,  the  Council  on  Constitution 
and  By-Laws  submitteed  changes  in  the  Constitu- 
tion and  By-Laws  for  consideration  at  the  1962 
Clinical  Meeting. 

Discipline 

To  implement  one  of  the  major  recommendations 
by  the  Medical  Disciplinary  Committee  in  June,  1961, 
the  House  approved  a change  in  the  By-Laws  under 
which  a proposed  Section  1 (B)  of  Chapter  IV  will 
now  read: 

“In  addition  to  such  disciplinary  action  as  may 
be  taken  under  the  constitution  and  by-laws  of  the 
component  society  and  constituent  association  to 
which  the  Member  belongs,  or  when  a state  medical 
association  to  which  a Member  belongs  requests  the 
A.M.A.  to  take  disciplinary  action,  or  when  at  the 
request  of  the  American  Medical  Association  the 
state  association  to  which  the  member  belongs  con- 
sents to  disciplinary  proceedings  by  A.M.A.,  the 
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Judicial  Council,  after  due  notice  and  hearing,  may 
censure  him,  or  may  suspend  or  expel  any  member 
of  the  American  Medical  Association  from  A.M.A. 
membership  only  for  an  infraction  of  the  Consti- 
tution or  these  By-Laws  or  for  a violation  of  the 
Principles  of  Medical  Ethics.” 

Board  Of  Abdominal  Surgery 

A study  report  from  the  Council  of  Medical  Edu- 
cation and  Hospitals,  recommending  that  recognition 
should  not  be  granted  to  the  American  Board  of 
Abdominal  Surgery  as  a specialty  board,  was  ap- 
proved by  the  House  which  also  declared  its  dis- 
approval in  principle  of  establishing  specialties 
which  are  based  largely  or  wholly  on  an  arbitrarily 
defined  anatomical  region  of  the  body. 

Cellege  of  Surgeons 

In  considering  a Board  report  and  four  resolu- 
tions involving  surgical  assistants  and  relations 
between  the  A.M.A.  and  the  American  College  of 
Surgeons,  the  House  declared  that  the  adoption 
and  interpretation  of  the  Principles  of  Medical 
Ethics  is  the  prerogative  and  duty  of  the  American 
Medical  Association.  It  also  restated  the  Associa- 
tion’s June  1961,  policy  statement  in  the  following 
manner: 

1.  Each  member  of  the  A.M.A.  is  expected  to 
observe  the  Principles  of  Medical  Ethics  in 
every  aspect  of  his  professional  practice. 

2.  Each  doctor  engaged  in  the  care  of  the  patient 
is  entitled  to  compensation  commensurate  with 
the  value  of  the  services  he  has  personally 
rendered. 

3.  No  doctor  should  bill  or  be  paid  for  a service 
which  he  does  not  perform;  mere  referral  does 
not  constitute  a professional  service  for  which 
a professional  charge  should  be  made  or  for 
which  a fee  may  be  ethically  paid  or  received. 

4.  When  services  are  rendered  by  more  than  one 
physician,  each  physician  should  submit  his 
own  bill  to  the  patient  and  be  compensated 
separately  whenever  possible. 

5.  It  is  ethically  permissible  in  certain  circum- 
stances, however,  for  a surgeon  to  engage  other 
physicians  to  assist  him  in  the  performance 
of  a surgical  procedure  and  to  pay  a reasonable 
amount  for  such  assistance.  This  principle 
applies  whether  or  not  an  assisting  physician 
is  the  referring  doctor.” 

Health  Insurance 

In  accepting  a Council  on  Medical  Service  report 
on  the  utilization  of  state  and  federal  tax  funds 
to  provide  voluntary  prepayment  health  insurance 
protection  to  assist  the  aged  in  meeting  the  costs 
of  health  care  service,  the  House  approved  the 
following  policy  statement: 

“1.  The  need  for  application  of  the  prepayment 
or  insurance  principle  to  protect  our  people 


against  the  costs  of  medical  care  is  fully  recog- 
nized and  applies  to  all  ages  rather  than  to 
the  aged  alone. 

2.  Persons  financially  able  to  prepay  their  own 
expenses  are  expected  to  do  so  and  must  be 
encouraged  rather  than  compelled  to  do  so. 

3.  Persons  financially  unable  to  prepay  ade- 
quately their  expenses  may  properly  be  as- 
sisted to  the  degree  necessary  by  their  fam- 
ilies, their  communities,  their  states,  and  if 
these  fail,  by  the  Federal  Government — but 
only  in  conjunction  with  other  levels  of 
government. 

4.  The  prepayment  system  should  be  devoid  of 
governmental  controls. 

5.  Dignity  and  self-sufficiency  for  the  individual 
should  be  upheld. 

6.  The  protection  offered  must  be  reasonably 
comprehensive  rather  than  token  in  char- 
acter.” 

In  Addition 

The  House  adopted  an  A.M.A.  Statement  of  Prin- 
ciples on  “Mental  Health”  and  urged  all  constitute 
associations  to  lend  active  support  to  the  First 
National  Congress  for  Mental  Illness  and  Health, 
to  be  held  in  Chicago  in  October. 

Endorsed  the  joint  statement  on  “narcotic  addic- 
tion” by  the  A.M.A.  and  the  National  Research 
Council  of  the  National  Academy  of  Sciences. 

Ruled  that  physician  ownership  of  pharmacies  is 
not  unethical  unless  it  is  shown  to  be  contrary  to 
the  best  interests  of  the  patient  or  the  medical 
profession. 

Reaffirmed  its  opposition  to  “compulsory  cover- 
age of  physicians”  under  the  Social  Security  Act. 
after  receiving  11  resolutions  opposing  coverage 
and  only  two  favoring  the  inclusion  of  physicians. 

Elected 

Edward  R.  Annis,  M.D.,  Miami,  Fla.,  the  new 
president-elect. 

J.  P.  Culpepper,  Jr.,  M.D.,  Hattiesburg,  Miss., 
vice  president. 

Norman  A.  Welch,  M.D.,  Boston,  Mass.,  re-elected 
speaker  of  the  House. 

Milford  O.  Rouse,  M.D.,  Dallas,  Tex.,  re-elected 
vice  speaker. 

Charles  L.  Hudson.  M.D.,  Cleveland,  Ohio,  re- 
elected to  five-year  term  on  Board  of  Trustees. 

Wesley  W.  Hall,  M.D.,  Reno,  Nev.,  re-elected  to 
five-year  term  on  Board  of  Trustees. 

Hugh  Hussey,  M.D.,  Washington,  D.C.,  re-elected 
Chairman  of  Board  of  Trustees. 

F.  J.  L.  Blasingame,  M.D.,  reappointed  to  another 
five-year  term  as  executive  vice  president. 
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DRUG  REACTION  COMMITTEE 

Repeated  pleas  have  been  made  in  this 
column  for  more  care  in  the  prescribing  of 
drugs  likely  to  set  up  an  allergic  response  in 
patients.  In  the  JAMA  for  July  14,  1962, 
Friend  proposed  that  it  would  be  well  for  all 
hospitals  to  have  a Drug  Reaction  Committee. 
He  states  that  in  most  hospitals,  such  a pro- 
gram could  be  developed  under  an  existing 
committee  such  as  the  Pharmacy  Committee. 
While  such  existing  committees  usually  are 
concerned  only  with  the  drugs  that  are  to  be 
stocked  in  the  hospital  pharmacy,  such  an 
increased  interest  would  be  a normal  develop- 
ment. Representatives  should  be  included 
from  each  of  the  major  clinical  services  as 
well  as  the  hospital  pharmacist  and  a repre- 
sentative from  administration. 

All  cases  of  drug  reactions  developing  in 
the  hospital  should  then  be  reported  to  the 
Committee.  The  Committee  could  act  either 
in  a consulting  capacity  to  the  attending 
physician  or  as  a policy-making  body  for  the 
hospital. 

Regardless  of  the  manner  in  which  sus- 
pected drug  reactions  are  reported  or  the 
detail  in  which  such  a report  should  be  made, 
the  activation  of  such  a committee  would  un- 
doubtedly do  much  to  increase  the  standard 
of  patient  care. 

CAROTID  SINUS  PRESSURE 

Stimulating  of  the  vagus  nerve  through 
pressure  on  the  carotid  sinus  of  the  eyeball 
has  been  in  clinical  use  for  generations.  Not 
only  is  this  maneuvre  used  diagnostically  to 
differentiate  certain  types  of  cardiac  arrhy- 
thmias but  it  is  of  value  in  the  treatment  of 
paroxysmal  atrial  tachycardia.  Those  familiar 
with  this  manipulation  have  been  aware  of 


its  danger.  It  has  been  well  known  that 
pressure  should  not  be  exerted  upon  both 
carotid  sinuses  or  upon  both  eyeballs  simul- 
taneously. Too  strenuous  use  of  this  pro- 
cedure has  been  known  to  result  in  cardiac 
standstill  and  death. 

Greenwood  and  Dupler  (J.A.M.A.  181:605, 
(Aug.  18,  1962)  have  reported  two  cases 
whose  demise  occurred  immediately  following 
this  procedure.  They  are  to  be  complimented 
upon  this  report.  Anyone  active  in  the  prac- 
tice of  medicine  over  a period  of  years  will 
surely  know  of  similar  episodes  but,  in  keeping 
with  human  nature,  the  fatal  results  of  a 
therapeutic  procedure  frequently  are  not  re- 
ported. 

One  can  go  too  far  to  either  side  of  the 
road.  It  is  a mistake  to  be  too  strenuous  in 
the  use  of  this  procedure;  it  would  be  a greater 
mistake  to  discard  its  use  entirely.  Proceeding 
with  our  eyes  open  according  to  the  recom- 
mendations of  the  authors  (use  for  short 
periods  of  time  on  one  side  under  electro- 
cardiographic monitoring)  should  enable  us 
to  safely  retain  this  valuable  procedure. 

ANNUAL  MEETING 

Plan  now  to  attend  the  Society’s  Annual 
Meeting  on  Saturday,  October  6th.  Your 
program  Committee  has  arranged  an  interest- 
ing and  instructive  meeting.  Dr.  Wiliam  Se- 
brell.  Professor  of  Nutrition  at  Columbia  will 
speak  on  the  vitamins.  The  electrolytes  and 
shock  will  be  covered  by  Dr.  Harold  Zintel, 
Chief  of  Surgery  at  St.  Luke’s,  New  York. 
The  operative  treatment  of  fractures  will  be 
discussed  by  Dr.  Edwin  Cave,  Professor  of 
Orthopedic  Surgery,  Harvard. 

See  you  at  the  Meeting. 
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During  the  past  year,  committee  meetings  have  been  held,  and 
each  member  has  contributed  his  share  of  time,  knowledge  and  interest 
to  his  particular  committee. 

The  purpose  of  this  letter  is  to  acquaint  you  with  the  work  being 
done  by  your  associates  in  the  Medical  Society.  If  you  are  called 
upon  to  be  part  of  this  group,  please  accept  the  assignment,  and  plan 
on  giving  time  to  the  work  of  the  Society. 

This  year  a new  committee,  “Prepayment  Committee,”  was 
formed,  and  I wish  to  acquaint  you  with  some  of  its  work.  This 
committee  should  be  a permanent  one,  and  continue  its  studies. 

Following  the  Blue  Cross  attempt  to  push  an  unstudied  contract, 
this  committee  started  to  study  all  phases  of  the  problem.  Many 
meetings  have  been  held  with  General  Motors,  Labor  Organizations, 
Pension  Plans,  Detroit  System,  Blue  Cross,  and  are  still  in  progress. 

It  is  necessary  to  have  all  the  information  possible  because  any 
service  contract  is  the  selling  of  the  services  of  the  physician.  We 
certainly  should  be  cognizant  of  all  phases  of  the  contracts,  and  have 
good  representation  in  the  discussions  pertaining  to  these  contracts. 

This  is  what  this  Prepayment  Committee  is  attempting — To 
gather  all  available  information  and  to  conduct  a positive  assessment 
of  our  responsibilities. 

I wish  to  thank  all  committee  members,  and  also  Mr.  Larry 
Morris  for  the  work  accomplished  this  year. 


Personal  Harold  A.  Tarrant,  M.D.,  has  been  named  chairman  of  the  Committee  for 

Glimpses  the  Diabetes  Drive  . . . Sylvester  W.  Rennie,  M.D.,  addressed  the  gradu- 

ating class  of  the  Beebe  Hospital  School  of  Nursing  at  commencement 
ceremonies  . . . The  Wilmington  General  Hospital  has  created  the  position 
Director  of  Medical  Education  in  each  of  four  departments:  Mark  G. 
Cohen,  M.D.,  will  be  director  in  the  department  of  medicine;  Herman 
Rosenblum,  M.D.,  director  in  pediatrics;  Howard  Wilk,  M.D.,  director 
in  the  department  of  surgery  and  William  D.  Johnson,  M.D.,  director  in 
obstetrics  and  gynecology  . . . Philip  D.  Gordy,  M.D.,  has  resigned  as 
chief  of  the  department  of  neurosurgery  at  all  four  Wilmington’s  general 
Hospitals,  and  will  be  Associate  Professor  of  Neurosurgery  and  head  the 
neurosurgery  residency  program  at  the  University  of  Oregon’s  Medical 
School  . . . Eugene  R.  McNinch,  M.D.,  had  a guest  editorial  on  Medicare 
and  Socialism  published  in  the  State  News,  Dover  . . . J.  Sellers  Bancroft, 
Wilmington,  has  been  elected  president  of  Group  Hospital  Service,  re- 
placing F.  A.  Wardenburg  . . . 

Brief  Briefs  * "fhe  publicity  spotlight  turned  on  malpractice  suits  in  the  past  few 

years  may  be  a factor  in  their  decline,  contrary  to  the  widespread  behef 
that  it  indicates  an  increase  in  number.  Whether  this  levelling  off  is  a 
lasting  trend  only  time  can  tell.  Medical  World  News  Survey. 

• New  York  City  has  contracted  with  Wyeth  Laboratories  to  maintain 
a five-million-dose  stockpile  of  their  new-type  packaged  smallpox  vaccine, 
Dryvax,  for  epidemic  control.  The  supply  will  be  available  to  other  cities 
during  an  emergency. 

• Experiments  show  the  body’s  level  of  cholesterol  can  be  reduced  by 
thyroid  hormones;  80  prisoners — average  age  50 — received  three  grains  of 
thyroid  hormone  apiece  each  day  for  a certain  period  and  reduced  their 
cholesterol  levels  to  that  of  a 20  year  old.  University  of  Pittsburgh 

• Identification  of  the  virus  that  causes  German  measles  was  announced 
by  the  Public  Health  Service.  National  Institute  of  Neurological  Diseases 
and  Blindness. 

• Stomach  cancer  in  the  United  States  has  decreased  greatly,  according 
to  John  R.  Heller,  M.D.,  of  New  York’s  Sloan- Kettering  Center.  Dr. 
Alexander  I.  Serbov,  director  of  the  Leningrad  Oncological  Institute, 
suggested  that  the  rise  in  stomach  cancer  in  Russia  may  be  due  to  the 
habitual  eating  of  smoked  foods  in  that  country.  Eighth  International 
Cancer  Congress. 

• Eighty  to  90  percent  of  the  Nation’s  1,500,000  epileptics  who  can  and 
do  keep  their  condition  a secret  because  of  public  prejudices,  are  capable 
of  normal  employment.  A new  book  published  by  the  National  Epileptic 
League,  Total  Rehabilitation  of  Epileptics  is  now  available  by  sending 
$1.25  per  copy  to  the  U.S.  Government  Printing  Office,  Washington  25. 

• A retardation  test  to  be  used  for  every  newborn  baby  in  Delaware — 
within  three  days  of  birth — is  ready  to  be  put  into  effect  to  check  phenyl- 
ketonuria (PKU).  The  program  is  being  financed  through  a U.S.  Public 
Health  Service  and  the  Delaware  Association  for  Retarded  Children. 
Delaware  State  Board  of  Health. 


270 


September,  1962 


Nanticoke 

Memorial 

Hospital 

Staff 


Should  Monkeys 
Smoke? 


Periwinkle 

Properties 


The  Medical  Staff  of  the  Nanticoke  Memorial  Hospital,  Seaford,  Delaware, 
gathers  around  the  conference  table.  Seated  from  left  to  right:  Drs.  John  C. 
Rawlins,  Richard  W.  Tobin,  E.  M.  Larmore,  Arnold  Williams,  Robert  C.  Kingsbury, 
Leslie  M.  Dobson,  William  B.  Cooper,  John  W.  Lynch,  J.  L.  Fox,  Secretary- 
Treasurer;  W.  Pierce  Ellis,  President;  Rudolph  Beckert,  Joseph  A.  Elliott,  Osborne 
D.  Christensen,  Catherine  C.  Gray,  Charles  Moore,  Judith  G.  Tobin,  Charles  M. 
Moyer  and  Robert  W.  Lewis. 

Teaching  monkeys  to  smoke  will  provide  the  best  possibility  for  testing 
potential  drugs  against  lung  cancer,  Arthur  J.  Vorwald,  M.D.,  head  of 
U.S.  Public  Health  Service  Cancer  Control  Committee,  told  the  eighth 
International  Cancer  Congress.  He  hopes  it  will  reveal  whether  cigarettes 
can  cause  lung  cancer  in  humans.  He  also  stated  that  if  this  fails,  some 
other  methods  will  be  used  to  make  monkeys  dependent  on  nicotine  to 
provide  evidence  on  why  people  smoke.  Monkeys  may  also  be  used  to 
help  detei-mine  the  role,  if  any,  of  industrial  fumes  and  chemicals  in  the 
disease. 

Two  anti-cancer  agents  obtained  from  the  ornamental  shrub  Vinca  rosea 
Linn.,  or  periwinkle — known  as  LCR  and  VLB — have  been  determined  to 
be  closely  related  chemically  in  spite  of  striking  differences  in  biological 
activities,  reports  a team  of  chemists  of  Eli  Lilly  & Co.,  in  Journal  of  the 
American  Chemical  Society.  Clinical  reports  presented  for  the  American 
Association  for  Cancer  Research  noted  that  LCR  is  very  active  against 
acute  lymphocytic  leukemia — while  VLB,  has  little  effect  on  this  disease. 
On  the  other  hand,  LCR  may  be  less  effective  in  the  treatment  of 
Hodgkin’s  disease  than  is  VLB.  When  considered  as  a drug,  rather  than 
a chemical,  VLB  has  the  generic  name  vinblastine;  LCR  as  vincristine. 
Vinblastine,  as  the  sulphate,  is  made  available  to  physicians  by  Lilly 
under  the  trademark  Velban.  It  is  for  the  treatment  of  generalized 
Hodgkin’s  disease  and  chorio-carcinoma  resistant  to  other  therapy.  Vin- 
cristine, a highly  potent  drug,  is  still  in  the  early  stages  of  clinical  study. 
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VIRUS  LABORATORY  INITIATED  BY  DELAWARE  OP’S 


A few  years  ago  the  Delaware  Chapter  of 
the  Academy  of  General  Practice  appointed 
a committee  to  investigate  the  need  and  feasi- 
bility of  a viral  diagnostic  laboratory  in  our 
State.  After  many  meetings  and  reports, 
the  concensus  of  opinion  was  definitely  for 
the  establishment  of  a laboratory. 

After  two  years  of  successful  operation 
under  private  support,  the  Virus  Laboratory 
of  Delaware  turned  over  its  work  of  diag- 
nosing viral  disease  to  the  State  Board  of 
Health.  Dr.  Floyd  I.  Hudson,  executive  sec- 
retary of  the  State  Board,  commended  Dr. 
George  J.  Boines,  president  of  the  Virus 
Laboratory,  and  his  associates,  for  “the  fine 
work  which  you  initiated.”  “May  I assure 
you,”  Dr.  Hudson  added,  “that  the  Board 
of  Health  will  make  every  effort  to  continue 
this  valuable  service.” 

Established  in  July,  1959  with  the  help 
of  generous  contributions  from  the  Delaware 
Chapters  of  the  National  Foundation,  the 
State  and  Wilmington  Boards  of  Health,  local 
medical  and  nursing  societies,  and  many  in- 
dividuals, the  Virus  Laboratory  marked  a 
significant  and  important  step  in  the  medical 
history  of  Delaware.  Located  in  the  Tail- 
man  Building  at  the  Bissell  Hospital,  the 
laboratory  for  the  first  time  gave  Delaware 
physicians,  hospitals  and  health  agencies  the 
means  of  getting  speedy,  accurate  diagnosis 
of  suspected  viral  diseases  such  as  polio,  en- 
cephalitis, meningitis  and  influenza. 

During  its  two  years  of  operation  the  lab- 
oratory ran  tests  on  237  cases.  Of  the  78 
patients  clinically  suspected  of  having  polio, 
only  14  actually  were  found  to  have  this 
disease,  findings  which  gave  much  relief  to 
the  patients  and  their  families,  as  well  as 
preventing  public  alarm.  On  the  other  hand, 
some  patients  clinically  diagnosed  as  having 


other  diseases  of  the  central  nervous  system 
were  found  to  have  polio.  These  findings  too 
were  helpful  as  they  made  possible  prompt 
and  specific  treatment  of  polio. 

Altogether,  16  kinds  of  virus  diseases  were 
diagnosed  by  the  laboratory.  In  addition  to 
polio,  the  more  familiar  ones  were  Coxsackie, 
influenza.  Rocky  Mountain  spotted  fever,  psit- 
tacosis, meningitis,  lymphocytic  choreomenin- 
gitis,  echo  virus,  adenovirus,  herpes  (simplex 
and  zoster),  cat  scratch  fever,  infectious  mon- 
onucleosis, hepatitis  (experimental),  lympho- 
granuloma venerium,  mumps  and  measles. 

Now,  with  the  transfer  of  Virus  Laboratory 
functions  to  the  State  Board  of  Health,  Dela- 
ware joins  several  other  states  in  making  its 
viral  diagnostic  work  a part  of  its  public 
health  service  program.  The  Board’s  new 
budding  in  Dover  includes  a modem  labora- 
tory where  this  work  will  be  done.  All  equip- 
ment of  the  Virus  Laboratory — some  of  which 
had  been  supplied  initially  by  the  State  Board 
of  Health  — was  turned  over  to  the  State 
agency. 

Dr.  Boines,  Wilmington  physician  who  was 
president  of  Virus  Laboratory  of  Delaware, 
Inc.,  during  the  two  years  of  its  existence, 
has  been  commended  by  State  officials,  includ- 
ing Governor  Cai-vel  and  W.  C.  Anderson, 
executive  director  of  the  Emily  P.  Bissell 
Hospital,  for  his  pioneering  efforts  in  estab- 
lishing Delaware’s  first  viral  diagnostic  fa- 
cility. 

In  addition  to  Dr.  Boines,  the  following 
board  members  constituted  the  executive 
committee  of  the  Virus  Laboratory:  Dr.  Jo- 
seph W.  Abbiss;  Ralph  Baker;  Dr.  Joseph  V. 
Casella;  William  J.  Cavanaugh;  Dr.  WiUiam 
V.  Gallery;  Frank  A.  Gunnip;  Dr.  Joseph  F. 
Hughes;  Dr.  James  C.  Kakavas;  Dr.  George 
F.  Nason;  James  Nichols;  Dr.  O.  J.  Poliak; 
and  Howard  L.  Williams. 
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Ronald  C.  Corbalis,  M.D.,  University  College  Galway, 
National  University  of  Ireland,  ’55,  was  born  in  Yonkers, 
New  York.  Delaware  license:  1960;  Specialty:  Surgery. 
Dr.  Corbalis  and  his  wife  have  two  sons  and  a daughter 
and  like  to  go  bowling  or  to  the  movies  for  relaxation. 
Office:  Professional  Building. 


I 


i 


Marvin  V.  Andersen,  M.D.,  University  of  Michigan,  ’58, 
was  born  in  New  York  City.  Delaware  license:  1959; 
Specialty:  Obstetrics  and  Gynecology.  Dr.  Andersen 
has  three  children,  plays  the  trumpet  in  a “Pops”  orches- 
tra during  the  winter  and  is  a budding  ham  operator. 
Office:  1303  Delaware  Ave. 


Gregory  Sarmousakis,  M.D.,  Hahnemann  Medical  Col- 
lege, ’55,  is  a Wilmingtonian  and  obtained  his  Delaware 
license  in  1960.  Dr.  Sarmousakis  plays  golf  when  time 
permits,  lives  in  Monroe  Park  and  has  one  son. 
Specialty:  psychiatry;  Office:  Medical  Arts  Bldg. 


Hans  J.  Dietze,  M.D.,  Julius-Maximilian  University, 
’49,  was  bom  in  Dresden,  Germany  and  is  a transfer 
member  from  the  Academy  of  Medicine,  Columbus, 
Ohio.  Delaware  license:  1962;  Specialty:  Psychiatry; 
Office:  Governor  Bacon  Health  Center,  Delaware  City. 
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ANNUAL  REPORT  OF  THE  WOMAN’S  AUXILIARY 

TO  THE  NEW  CASTLE  COUNTY  MEDICAL  SOCIETY 

The  year  of  1961-62  was  one  of  the  most 
active,  physically  and  mentally  due  to  the 
many  talents  and  activities  of  the  Executive 
Board  and  Officers. 

My  term  in  office  started  appropriately  with 
attendance  at  the  A.M.A.  Auxiliary  Conven- 
tion in  June,  1961.  The  vigor  and  enthusiasm 
of  our  national  leaders  inspired  me  to  resolve 
that  the  record  of  the  New  Castle  County 
Medical  Auxiliary  would  speak  for  itself. 

An  executive  Planning  Meeting  setting  all 
dates  and  activities  for  a calendar  of  events 
was  printed  and  distributed  to  members  in 
September.  Four  coffee  and  one  luncheon 
meetings  held  proved  to  be  successful  as  doc- 
tors’ wives  these  days  seem  to  be  too  busy 
for  “sit  down  luncheons.” 

Members  planned  for  and  attended  the 
State  Meeting  in  October,  at  which  we  had 
the  pleasure  of  our  National  President,  Mrs. 
Harlan  English,  as  guest. 

A.M.A.E.R.F.  contributions  resulted  in  a 
grand  total  of  $1235.25,  raised  through  a 
benefit  supper  dance  in  January,  at  a profit 
of  $307.00  and  a benefit  performance  which 
netted  $380.00. 

In  community  service,  the  Auxiliary  con- 
tributed a floor  polisher  to  the  Florence 
Crittendon  Home;  the  Mental  Health  Com- 
mittee has  almost  completed  the  book  cata- 
loguing of  the  library  at  the  Delaware  State 
Hospital,  and  volunteers  helped  with  the  Fair. 

Combined  and  strenuous  efforts  have  been 
poured  into  our  legislation  program.  Mem- 
bers have  been  distributing  informative  liter- 
ature to  doctors’  offices  regarding  the  King- 
Anderson  Bill.  The  Telephone  Committee 
has  been  busy  promoting  “Operation  Coffee 
Cup.”  In  May,  1962,  the  Auxiliary  voted  to 
contribute  $400.00  to  the  New  Castle  County 


Mrs.  Edward  T.  O’Donnell 
President 


Medical  Society  for  public  information  pur- 
poses regarding  legislation. 

Health  Careers  has  been  active  in  helping 
to  approve  19  applications  for  nursing,  edu- 
cation, grants  in  aid,  and  3 applications  for 
medical  technology.  Seven  of  the  grants  will 
be  given  by  the  State  Auxiliary;  the  remainder 
is  provided  by  the  Rotary  Club  of  Wilming- 
ton and  Lions  Club  of  Milford.  A special 
merit  full  scholarship  in  the  amount  of  $600.00 
for  nursing  education  went  to  Miss  Myra 
Mary  Maguire,  daughter  of  the  late  Dr.  Vin- 
cent Maguire.  Funds  for  these  scholarships 
were  raised  through  the  card  party  benefit 
at  a profit  of  $934.00. 

The  Auxiliary  is  still  providing  the  V.N.A. 
with  infant  gowns  and  blankets  at  the 
monthly  sewing  meetings. 

All  members  participated  in  the  hit  show 
of  the  year  for  Delaware — the  Health  Fair — 
a tremendous  undertaking.  Long  hours  were 
spent  planning  the  guided  tours  for  the  school 
children.  Auxiliary  members  provided  food, 
rest,  and  a spring  viewing  for  the  large  per- 
sonnel in  the  refreshment  lounge.  New  Castle 
County  sponsored  an  exhibit  on  “Your 
Glands” — the  cost  $200.00.  Well  done,  all 
who  had  to  do  with  the  Fair! 

Total  membership  to  date  now  numbers 
233,  with  13  new  members  having  joined. 

Thus  the  year  ends  with  all  its  pleasant 
associations  to  be  remembered. 
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EMPLOYABILITY  AND  INSURABILITY 
OF  A DIABETIC  PATIENT 


Drawing  by  Elizabeth  Ruyyles 


This  most  important  subject  is  timely  because 
of  the  approaching  Annual  Diabetes  Detection 
Drive  to  be  held  November  11th  to  17th. 
The  following  articles  were  abstracted  from 
papers  presented  at  the  Fourth  Annual  Sym- 


posium held  in  Princeton,  N.J.,  May  9,  1962; 
cosponsored  by  the  New  Jersey  Diabetes 
Association  and  the  New  Jersey  Department 
of  Health — an  instance  of  the  splendid  work 
being  done  in  this  field. 
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of  the  COMMITTEE  ON  EMPLOYMENT, 
The  American  Diabetes  Association 
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Joseph  T.  Beardwood,  Jr.,  M.D. 


The  American  Diabetes  Association  is  not 
a fund  raising  volunteer  health  association. 
It  is  an  association  of  physicians  particularly 
interested  in  diabetes,  and  it  derives  its  funds 
from  dues  and  contributions  to  its  journal. 
Some  of  its  activities,  such  as  diabetes  detec- 
tion, are  supported  by  grants  from  the  various 
drug  companies. 

Discrimination 

The  question  of  discrimination  against  the 
employment  of  diabetics  had  been  brought 
to  the  attention  of  this  association  almost 
since  inception  and  it  was  finally  decided 
that  we  should  make  an  attempt  to  educate 
industry  as  to  the  desirability  of  employing 
diabetics  and  attempt  to  lay  down  some 
standards  as  a guide.  Around  1950  a com- 
mittee was  appointed  to  study  this  matter. 
It  had  been  the  personal  experience  of  the 
members  of  the  association  that  their  patients 
with  diabetes  had  been  gainfully  employed 
and  were  doing  a satisfactory  job.  In  only 
rare  instances  had  their  diabetes  interfered 
with  their  normal  pattern  of  employment. 
Preliminarily  we  gathered  data  from  our  own 
experience.  However,  it  was  felt  that  a 
broader  base  of  experience  would  be  of  more 
value  in  presenting  this  problem  to  the  public. 
A committee  was  appointed,  of  which  I have 
the  privilege  of  being  Chairman.  This  com- 
mittee consisted  of  practicing  physicians, 
medical  directors  of  industry,  medical  repre- 
sentatives of  labor,  and  the  United  States 
Civil  Service.  We  gathered  suggestions  and 
experiences  from  these  various  sources  and 

Dr.  Beardwood  is  Professor  of  Diseases  of  Metabolism,  Graduate 
School  of  Medicine,  University  of  Pennsylvania:  Chairman,  Ameri- 
can Diabetes  Association,  Committee  on  Employment,  Philadelphia. 


prepared  the  first  statement  of  the  committee 
which  was  accepted  by  the  Council  on  June  ' 
7,  1952.  The  original  statement  of  the  com-  ! 
mittee  was  as  follows: — i 

STATEMENT  of  the  COMMITTEE  on  EMPLOYMENT 
AMERICAN  DIABETES  ASSOCIATION*  I 

After  consultation  with  plant  physicians,  ^ 
personnel  managers  and  labor  organizations, 
the  Committee  on  Employment  of  the  Ameri- 
can Diabetes  Association  makes  available 
these  recommendations  for  suggested  stand-  | 
ards  for  the  employment  of  diabetics  in  indus-  j 
try  and  business.  Types  of  diabetics  seeking  j 
employment  are  defined  and  procedures  for  } 
integrating  them  into  personnel  are  given.  \ 
Although  specific  plant  standards  should  be  | 
established  by  individual  company’s  medical  j 
department  wherever  advisable  the  criteria  ' 
presented  herewith  are  offered  as  a generalized 
guide  to  the  employment  of  diabetics. 

It  is  the  philosophy  of  the  American  Diabetes  j 
Association  that  controlled  diabetics  without  compli-  i 
cations  are  good  employable  risks.  They  should  i 
not  be  classed  as  vocationally  handicapped,  for  they  j 
are  capable  of  performing  a full  day’s  work  to 
satisfaction  despite  their  diabetes,  for  most  posi-  j 
tions.  j 

TYPES  OF  DIABETES 

Diabetics  seeking  employment  naturally  fall  into 
two  groups.  One  is  composed  of  the  mild  diabetics 
who  require  no  insulin  for  the  control  of  their 
disease.  The  employment  of  these  people  presents 
no  special  difficulty. 

The  other  group  includes  more  severe  diabetics  I 

*From  the  Report  of  the  Committee  on  Empolyment,  as  accepted 
by  the  Council  of  the  American  Diabetes  Association.  June  7,  19'2. 
Revised  January  1953  and  May  1957.  j 
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who  require  insulin  and  a carefully  regulated  diet. 
This  group  itself  is  divided  into  two  very  important 
subgroups:  the  well-controlled  and  well-regulated 
patient  and  the  uncooperative  and/or  poorly-regu- 
lated patient. 

The  latter  subgroup,  composed  of  poorly-con- 
trolled and/or  uncooperative  diabetics,  should  be 
refused  employment  solely  on  the  basis  of  their 
diabetic  condition.  This  is  not  only  because  they 
are  poor  employment  risks  in  their  present  condi- 
tion, but  also  because  they  may  develop  compli- 
cations which  would  result  in  increased  absenteeism 
on  their  part.  A prejudice  against  all  diabetics 
would  thus  be  created  in  the  mind  of  the  employer. 
There  are  a small  group  of  unstable  diabetics  in 
whom  it  is  difficult  to  maintain  normal  standards 
of  control  in  spite  of  adequate  medical  supervision. 
These  workers  should  not  be  denied  employment, 
but  should  be  individually  appraised. 

When  it  is  said  that  a diabetic  is  a good  employ- 
ment risk,  reference  is  made  to  the  well-controlled, 
well-regulated  diabetic  who  keeps  himself  constantly 
under  medical  supervision.  These  people  should 
prove  to  be  quite  acceptable  employees,  as  the  ex- 
perience of  hundreds  of  companies  employing  such 
diabetics  indicates.  Indeed  because  they  are  self- 
disciplined  and  well-balanced  individuals,  they  often 
become  outstanding  workers  in  whatever  positions 
they  occupy. 

SUGGESTED  STANDARDS  FOR  THE 
EMPLOYMENT  OF  DIABETICS 

The  Committee  would  like  to  suggest  the  follow- 
ing standards  and  procedures  for  diabetics  seeking 
employment  and  for  employers  planning  to  hire 
diabetics. 

1.  A diabetic  seeking  employment  should  be  re- 
quired to  present  a note  from  his  physician  or 
clinic  to  the  plant  physician  or  the  personnel 
manager,  stating  that  he  is  a controlled  diabetic 
and  is  examined  at  regular  intervals. 

2.  Diabetics  are  capable  of  performing  any  type 
of  work  for  which  they  are  physically,  mentally 
and  educationally  equipped.  Those  diabetics 
who  are  taking  large  doses  of  insulin  should 
not,however,  be  assigned  work  in  which  hypo- 
glycemic attacks  might  result  in  injury  to 
themselves  and  others. 

3.  An  effort  should  be  made  to  see  that  diabetics 
work  the  same  hours  on  a steady  shift;  or,  if 
they  must  work  on  a rotating  schedule  that  they 
avoid  the  “graveyard”  shift  from  midnight  to 
8 a.m.  This  is  the  only  concession  in  terms 
of  hours  that  a well-controlled  diabetic  should 
ask. 

4.  Wherever  diabetics  are  employed,  it  is  often 
wise  to  inform  certain  key  people  in  labor  and 


management  organizations,  as  well  as  the  plant 
physician  and  personnel  managers,  as  to  the 
nature  of  diabetes  and  the  possibility  of  coma 
or  insulin  reactions.  (This  is  not  always  a 
necessary  procedure,  since  in  some  instances 
it  may  create  prejudice  against  the  diabetics. 
The  decision  as  to  the  advisability  of  indoc- 
trinating key  plant  personnel  on  the  problem 
should  usually  be  left  to  the  plant  physician 
or,  in  the  absence  of  such  a physician,  the  per- 
sonnel manager.) 

5.  Diabetics  should  carry  cards  or  tags  identifying 
their  condition  at  all  times,  particularly  when 
on  the  job. 

6.  The  plant  physician  can  save  time  for  the 
company  and  also  help  the  employee  by  per- 
forming blood  sugar  and  urine  examinations, 
whenever  the  patient’s  usual  laboratory  facili- 
ties are  available  only  during  working  hours. 
Ordinarily,  of  course,  this  should  be  done  only 
after  consultation  with  the  family  physician. 

7.  A complete  physical  examination  of  each  dia- 
betic should  be  made  regularly  at  least  once 
a year. 

8.  A plant  physician  is  within  his  rights  if  he 
reassigns  a diabetic  employee  to  other  work 
whenever  the  arising  of  new  complications 
creates  new  risks  for  himself  or  for  other 
employees. 

9.  The  diabetic  requiring  insulin  should  be  con- 
sidered controlled  if  the  fasting  blood  sugar  is 
not  below  normal  limits  and  not  above  150 
mg.  per  100  cc.  by  the  Folin  Wu  method  and 
the  blood  sugar  three  hours  after  a meal  is  not 
higer  than  250  mg.  per  100  cc.  by  the  Folin 
Wu  method  and  if  the  patient  is  under  regular 
medical  supervision.  Although  these  or  more 
nearly  normal  blood  sugar  levels  are  desirable, 
greater  hyperglycemia  alone,  if  not  extreme 
or  habitual,  need  not  be  considered  a disquali- 
fication for  employment  in  those  cases  where 
the  patient’s  personal  physician  and  the  in- 
dustrial physician  both  feel  that  other  limits 
should  be  observed. 

These  criteria  are  presented  as  a generalized 
guide  for  the  employment  of  diabetics.  Specific 
plant  standards  should  be  established  by  the  in- 
dividual company’s  medical  department  whenever 
advisable.  The  standards  given  herewith  do  not 
necessarily  represent  recommendations  for  diabetic 
treatment  of  individual  patients  by  the  American 
Diabetes  Association. 

The  Committee  on  Employment  of  the  American 
Diabetes  Association  is  willing  to  act  at  any  time 
in  an  advisory  capacity  with  management  and/or 
labor  regarding  this  program. 
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This  statement  has  been  revised,  but  only 
to  a small  degree  from  time  to  time,  and  repre- 
sents the  thinking  of  the  members  of  the 
American  Diabetes  Association,  a group  of 
over  3,000  physicians  whose  particular  inter- 
est is  in  the  field  of  diabetes.  To  our  surprise, 
this  was  found  to  be  the  most  specific  informa- 
tion about  employability  supplied  to  the  pub- 
lic by  any  of  the  fund  raising  organizations 
interested  in  their  specific  disease. 

The  Council  of  the  American  Diabetes  As- 
sociation, as  most  groups  of  physicians,  is 
composed  of  many  rugged  individualists  and 
it  took  a great  deal  of  tact  and  many  long 
periods  of  discussion  for  them  to  accept  the 
standard  of  diabetic  control  as  outlined  in 
the  above  statement.  This  was  brought  to  a 
head  by  an  experience  with  the  Frigidaire 
plant  in  Dayton,  Ohio,  in  which  management 
came  to  us  with  their  problems.  The  facts 
they  presented  were  inescapable  evidence  in 
parallel  cases  showing  that  diabetics,  whose 
disease  was  under  control  by  the  standards 
in  this  report,  were  much  less  prone  to  pro- 
longed recuperative  periods  for  injuries  sus- 
tained at  work.  These  facts  were  inescapable 
so  that  the  theories  of  the  free  diet  school 
of  thinking  and  their  ideological  approach  to 
this  matter  is  merely  of  academic  interest, 
and  it  seemed  to  many  of  us  that  in  attempt- 
ing to  control  any  disease  one  must  attempt 
to  revert  to  the  physiological  standards  of 
nature,  and  that  this  had  a little  more  far 
reaching  implication  than  its  application  to 
employment.  This  report  was  reviwed  in  an 
editorial  in  the  American  Medical  Association 
Journal  favorably,  and  while  we  feel  that  a 
well  controlled  diabetic  is  not  a handicapped 
individual,  we  were  made  a member  of  the 
President’s  Committee  for  the  Employment 
of  the  Physically  Handicapped. 

Questionnaire  Survey 

We  felt  that  we  made  some  slight  impact 
from  the  beginning  on  this  problem  but  that 
a broader  base  of  experience  would  have  more 
impact.  We  prepared  a questionnaire  survey 
which  was  sent  to  members  of  the  Industrial 
Hygiene  Association,  and  the  cooperation  we 
obtained  from  them  was  most  helpful  in  pre- 
paring a report  which  was  published  in  “Dia- 


betes” November  9571,  Vol  6,  No.  6.  This 
survey  included  some  2,000,000  employable  i 
people,  mostly  in  large  industries  with  ade-  1 
quate  medical  departments.  Since  this,  other 
surveys  of  experience  with  diabetics  in  indus- 
try have  appeared  in  literature.  Two  of  the 
most  authoritative  and  complete  are  those 
of  Dr.  D’ Alonzo,  who  will  speak  later  on  this 
program,  and  Dr.  Leo  Wade,  who  was  medi- 
cal director  at  that  time  of  the  Standard  Oil 
Company  of  New  Jersey.  These  reports,  and 
others,  confirmed  the  fact  that  diabetics  were 
doing  satisfactory  work.  Last  year  the  com-  | 
mittee  compiled  a brochure,  “Diabetics  Are 
Desirable  Workers.”  These  will  be  sent  out  | 
to  interested  groups,  to  members  of  the  Indus-  i 
trial  Hygiene  Association,  and  other  industrial  ! 
physicians’  organizations.  We  are  also  plan- 
ning to  send  copies  to  the  Industrial  Nurses 
Association  for  their  information.  i 

Small  Industries — The  Real  Problem 

We  feel  that  the  National  Association  has 
laid  the  ground  work  and  that  our  point  is 
sufficiently  proven  in  this  overall  employment 
field.  Our  problem  has  not  been  with  indus-  ] 
tries  in  which  an  adequate  medical  depart-  1 
ment  and  medical  director  are  in  charge.  Our 
real  problem  has  been  in  small  industries,  i 
employing  from  one  to  one  thousand,  and  it 
has  also  been  in  industries  in  which  the  per-  ' 
sonnel  director,  not  a physician,  makes  the 
decisions  about  employment.  Certain  train- 
ing schools  refuse  to  enroll  student  nurses, 
insurance  companies  and  school  boards  show 
discrimination  against  the  diabetic.  Too  often  | 
they  are  influenced  by  their  experience  with  i 
one  diabetic  and  are  not  familar  with  what  ; 
diabetes  is,  and  do  not  want  to  assume  re-  | 
sponsibility  for  hiring  a diabetic.  The  Na- 
tional Committee  feels  that  the  work  can  be  j 
carried  on  best  through  the  lay  affiliates  of  i 
the  American  Diabetes  Association  and  by 
the  County  and  State  committees,  because  i 
too  often  the  main  office  of  an  association 
will  have  a policy  for  employing  diabetics 
which  will  not  be  followed  locally. 

Another  interesting  program  in  this  report  * 
has  been  developed  by  the  New  York  Associa- 
tion which  will  be  discussed  later.  Unfortun- 
ately many  associations  have  been  unable  to  i 
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^ establish  quite  as  adequate  a service  as  the 
New  York  group  has  done. 

i I must  point  out  to  you  that  we  feel  that 

the  well  controlled  diabetic  is  a good  employ- 
able risk  and  emphasize  to  you  that  we  cannot 
sell  to  industry  a diabetic  who  does  not  take 
care  of  his  disease  because  the  chances  are  if 
he  does  not  he  will  be  an  undesirable  em- 
ployee. We  do  not  feel  that  these  are  handi- 
' capped  individuals,  and  we  have  not  sought 
help  and  have  resisted  turning  this  work  over 


to  the  vocational  and  rehabilitation  agencies 
of  the  Federal  government.  We  feel  if  they 
are  considered  as  handicapped  individuals 
hired  through  “the  hack  door”  as  a magnani- 
mous gesture  we  are  defeating  the  purpose  of 
our  committee  and  we  are  doing  the  individual 
diabetic  a great  disservice.  We  have  empha- 
sized again  and  again  that  the  individual 
diabetic  has  a great  stake  in  this  overall  pic- 
ture. The  better  an  employee  he  remains 
the  more  chance  there  will  be  for  diabetics 
coming  along  in  the  future. 


REHABILITATION  AND  PLACEMENT 
of  Diabetics 

Abraham  H.  Kantrow,  M.D. 


I have  been  asked  to  discuss  rehabilitation 
and  placement  of  diabetics.  The  Vocational 
and  Counseling  Service  of  the  New  York  Dia- 
betes Association,  the  first  of  its  kind  in  the 
United  States,  is  now  in  existence  for  just 
over  one  year.  Our  experience  is  therefore 
limited  but  it  has  been  rich  and  rewarding. 

Discipline  A Challenge 

Let  us  start  by  stating  that  the  majority  of 
diabetics  accept  their  condition  and  the  dis- 
ciplines in  daily  living  which  it  imposes.  They 
accept  the  discipline  not  as  a handicap  but 
as  a challenge,  not  as  a hardship  or  incon- 
venience but  as  a necessary  routine.  The  vast 
majority  of  individuals  with  diabetes  accept 
their  condition  both  outwardly  to  the  world 
and  inwardly  to  themselves.  They  have  no 
quarrel  with  the  world  and  they  ask  no  quar- 
ter in  our  competitive  society.  They  have 
adapted  themselves  and  their  condition,  to 
the  demands  of  daily  living,  and  are  function- 
ing effectively  and  usefully  in  their  communi- 
ties. They  are,  each  and  everyone,  an  in- 
dividual example  of  a successful  rehabilitation. 

Dr.  Kantrow  is  Vice  President.  New  York  Diabetes  Association; 
Chairman.  New  York  Diabetes  Vocational  and  Counseling  Service. 


The  management  of  the  diabetic  involves 
consideration  of  all  aspects  of  his  life  because 
the  metabolic  defect  is  affected  by  environ- 
mental and  emotional  stresses.  Infections, 
allergies,  accidents,  physical  activities,  indol- 
ence, fatigue,  excitement,  tension,  anxieties, 
joy,  disappointment  and  anger  are  the  ex- 
periences of  all  individuals,  non-diabetic  and 
diabetic.  But,  for  the  diabetic  these  stresses 
have  added  significance  because  they  all  re- 
flect on  the  diabetic  state  to  a greater  or 
lesser  degree.  For  example,  infection,  anxiety, 
emotional  insecurity  have  adverse  influences 
on  diabetic  control.  Exercise  and  good  health 
serve  to  improve  diabetic  control.  The  well 
controlled,  normally  functioning  diabetic, 
whose  management  involves  the  use  of  insulin, 
the  observance  of  reasonable  dietary  control 
and  the  regular  testing  of  urine  for  sugar  and 
acetone,  must  of  necessity  make  daily  judg- 
ments and  decisions  regarding  his  regimen. 
Furthermore,  to  maintain  good  control,  it  is 
important  that  he  develop  an  awareness  of  his 
physical  state  in  order  to  enable  him  to  anti- 
cipate and  avoid  insulin  reactions,  and  to 
detect  the  early  signs  and  symptoms  of  poor 
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control.  No  other  chronic  condition,  in  my 
opinion,  makes  as  much  demand  upon  the  un- 
derstanding, insight  and  judgment  of  the  pa- 
tient in  day  to  day  living  as  does  diabetes. 
It  is,  of  course,  the  important  role  of  the 
attending  physician  to  help  the  diabetic  de- 
velop these  capacities.  It  is  to  the  great 
credit  of  the  diabetics  and  their  physicians 
that  the  majority  of  diabetics  do  successfully 
cope  with  their  condition;  do  develop  the 
necessary  skills  to  control  their  diabetes  well; 
and  do  function  in  the  community  on  an  equal 
level  with  non-diabetics. 

Problems  Encountered 

On  the  other  hand,  it  is  not  surprising 
that  there  are  diabetics  who  experience  diffi- 
culties, have  problems,  and  fail  to  function 
up  to  their  capacities.  Broadly  speaking, 
problems  which  we  have  encountered  stem 
from  four  sources: 

1.  The  first,  and  perhaps  most  frequent 
source  of  difficulty  stems  from  a failure  to 
achieve  psychological  acceptance  of,  and 
adaptation  to  diabetes. 

In  this  category  we  have  both  the  young 
and  old  diabetic.  The  manifestations  are 
mainly  those  of  rebellion  against  the  essen- 
tials of  the  diabetic  regimen.  The  young 
child  rebels  against  the  “daily  needle.”  The 
adolescent  rebels  against  everything,  and  his 
physical  health  often  deteriorates.  The  adult 
becomes  careless  of  his  diabetic  management, 
moody,  asocial,  inefficient  on  the  job,  and  de- 
pressed. 

It  is  difficult  to  weigh  the  influence  of  dia- 
betes in  considering  the  genesis  of  these  mal- 
adjustments. However,  it  is  safe  to  say  that 
diabetes  is  one  more  stress  to  which  the 
individual,  old  or  young,  must  always  adjust. 
There  are  a multitude  of  causes  for  each  and 
every  maladjustment.  But,  diabetic  control 
suffers  and  diabetic  complications  cast  their 
shadow  on  these  poorly  integrated  individuals. 
Many  may  need  a program  of  counseling. 

2.  A second  source  of  difficulty  stems  from 
the  presence  of  handicapping  or  incapacitating 
complications  of  diabetes. 

In  this  category  one  observes  the  blind  or 


near  blind  the  halt  and  the  bedridden,  the 
disabled  and  incapacitated  diabetic  suffering 
from  retinitis,  cataracts,  peripheral  vascular 
disease,  neuritis,  heart  and  kidney  disease. 
These  individuals  require  the  full  armamen- 
torium  of  rehabilitation  medicine. 

3.  A third  source  of  difficulty  stems  from 
an  inadequate  understanding  and  lack  of  skill 
in  the  daily  management  of  diabetes.  In  this 
category  we  observe  the  individual  who  has 
been  poorly  instructed,  perhaps  because  of  a 
language  handicap,  or  who  has  a limited 
capacity  to  comprehend  instructions. 

4.  The  fourth  source  of  difficulty  has  its 
origin  in  the  attitude  of  large  segments  of  the 
commercial,  industrial,  and  professional 
worlds  to  the  employment  of  diabetics  re- 
gardless of  how  well  controlled  their  condition 
may  be. 

Any  one,  or  combinations  of  these  four 
sources  of  difficulty  may  be  present  in  the 
case  of  a diabetic  seeking  help  from  the  Vo- 
cational and  Counseling  Service. 

The  Vocational  and  Counseling  Service  of 
the  New  York  Diabetes  Association,  was  es- 
tablished in  February  1961  by  a grant  from 
the  Clarence  E.  Mack  Fund.  Two  factors  high- 
lighted the  need  for  the  service.  First  an  in- 
creasing number  of  requests  for  guidance  and 
assistance  in  vocational  planning  and  employ- 
ment came  to  the  offices  of  the  Association. 
Second,  a survey  of  the  employment  experi- 
ences of  the  alumni  of  Camp  NYDA,  a camp 
for  diabetic  children,  indicated  that  many 
juvenile  diabetics  were  having  trouble  finding 
jobs  as  young  adults. 

Initially,  two  goals  were  set  for  the  service. 
The  first  objective  was  to  provide  guidance  in 
career  planning  for  the  diabetic  adolescent, 
and  help  for  the  diabetic  encountering  diffi- 
culty in  obtaining  employment.  The  second 
objective  set  for  the  service  was  to  liberalize 
the  out-dated  employment  policies  prevalent 
among  many  large  and  small  firms  in  the 
community,  policies  that  barred  the  employ- 
ment of  the  well-controlled  diabetic. 

In  order  to  establish  a set  of  working  prin- 
ciples for  direct  and  referral  service,  staff 
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members  of  the  Vocational  and  Counseling 
Service  visited  many  of  the  large  public  and 
private  social  agencies  in  the  city.  These 
included  job  placement  agencies,  vocational 
guidance  centers,  family  agencies,  and  special- 
ized agencies  for  vocational  rehabilitation. 
These  visits  served  to  provide  two-way  com- 
munication between  our  new  service  for  the 
diabetic  and  existing  community  agencies. 
We  could  offer  specialized  knowledge  and 
service  concerning  the  diabetic  to  existing 
agencies.  In  turn,  guide  lines  for  referral 
were  charted  so  that  our  clients  might  make 
use  of  well-established  existing  services  for 
employment,  aptitude  testing,  social  service, 
and  specific  needs  such  as  those  for  the  blind, 
etc. 

A Shift  In  Focus 

Some  months  after  the  establishment  of  the 
Service,  it  became  apparent  that  many  of  the 
clients  presented  problems  in  relation  to  dia- 
betic control  and  social  adjustment  which 
would  have  to  be  solved  before  their  career 
or  employment  needs  could  be  handled.  Here 
we  encountered  the  poorly  controlled,  the 
ignorant  or  misinformed,  the  socially  malad- 
justed, the  psychologically  unstable,  the  mis- 
guided, the  mismanaged  and  the  careless 
diabetic.  These  problems  necessitated  a shift 
in  focus  from  that  of  a referral  agency  to 
that  of  a service  agency.  We  soon  became 
aware  that  the  career  problems  of  the  diabetic 
demand  a specialized  knowledge  and  insight 
not  readily  available  in  other  social  agencies. 

The  case  of  J.  C.  illustrates  the  need  for 
this  shift  of  focus  from  that  of  a referral 
agency  to  that  of  service  agency.  J.  C.,  a 
young  man,  22  years  old  and  unemployed, 
came  to  the  Service  seeking  help  in  finding 
a job.  It  was  obvious  to  our  interviewer  that 
this  man  was  in  poor  diabetic  control.  An 
acetone  odor  was  easily  detected.  Inquiry 
revealed  that  J.  C.  was  having  difficulty  with 
his  vision,  was  constantly  fatigued,  had  no 
knowledge  of  his  diabetic  control  and  had 
not  visited  his  physician  in  many  months. 
Before  the  employment  needs  of  this  individ- 
ual could  be  met,  he  required  medical  re- 
habilitation. Contact  was  made  with  the 
hospital  clinic  at  which  he  was  registered. 


and  immediate  hospitalization  was  arranged. 
He  was  found  to  have  severe  diabetic  acidosis 
and  early  retinal  hemorrhages.  During  his 
six  weeks’  hospitalization,  his  diabetes  was 
controlled.  After  discharge  from  the  hos- 
pital, he  secured  a job  as  a designer  in  a rug 
factory.  Because  this  young  man  had  been 
medically  deliquent  in  relation  to  the  control 
of  his  diabetes,  the  Vocational  and  Counsel- 
ing Service  initiated  a program  of  supportive 
therapy.  He  is  now  being  seen  by  our  psy- 
chologist to  help  him  develop  more  construc- 
tive attitudes  towards  the  management  of  his 
diabetes,  which  will  enable  him  to  meet  the 
responsibilities  of  adult  living. 

During  the  first  year,  over  100  diabetics 
have  asked  for  assistance,  and  during  the  past 
several  months,  applications  have  been  re- 
ceived at  the  rate  of  fifteen  per  month. 

An  analysis  of  the  first  hundred  cases  will 
provide  a profile  of  the  diabetics  who  seek 
help,  their  problems  and  our  efforts  in  their 
behalf. 

Age  And  Distribution 

The  ages  of  our  first  one  hundred  clients 
range  from  12  to  65.  Thirty-four  are  twelve 
to  nineteen  years  old,  and  sixty-six  are  twenty 
to  sixty-five  years  of  age.  Sixty-seven  are 
male  and  thirty-three  female. 

Sources  Of  Referral 

Clients  have  been  referred  to  us  by  wel- 
fare agencies,  hospitals,  schools,  and  private 
physicians,  and  many  came  because  they 
learned  of  our  existence  from  friends  or  from 
the  very  few  publicity  releases  which  have 
been  made  to  date. 

Marital  Status 

Only  thirty-nine  percent  of  our  diabetic 
clients  who  are  twenty  years  and  older  are 
married.  This  is  at  wide  variance  with  the 
general  urban  marriage  rate  at  comparable 
ages  which  range  from  forty-eight  to  eighty- 
seven  percent.  Seventy-seven  percent  of  the 
married  diabetics  have  children. 

Education 

Most  revealing  is  the  fact  that  the  high 
school  graduation  rate  of  the  twenty  year  and 
older  group  is  forty-one  percent.  This  edu- 
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cational  attainment  is  lower  than  that  of  the 
general  population  which  is  fifty-six  percent. 
It  stands  in  sharp  contrast  to  the  educational 
attainments  of  the  Camp  NYDA  alumni  who 
responded  to  the  questionnaire  survey  pre- 
viously cited.  Ninety-five  percent  of  the  Camp 
NYDA  alumni  group  have  graduated  from 
high  school. 

Only  eight  percent,  of  the  Vocational  and 
Counseling  Service  clients  graduated  from 
college,  in  contrast  to  twenty-eight  percent 
of  the  Camp  NYDA  alumni  group.  One 
Service  client  is  a lawyer. 

Occupations 

In  line  with  the  level  of  educational  achieve- 
ment, we  find  that  57%  of  those  who  are 
twenty  years  and  older  are  employed  in  un- 
skilled capacities.  In  our  competitive  society 
a lack  of  education  and  skills  are  severe  em- 
ployment handicaps.  When  coupled  with 
diabetes,  these  handicaps  may  well  be  com- 
pounded. The  survey  of  the  employment 
experiences  of  Camp  NYDA  alumni  indicated 
that,  as  might  be  anticipated,  the  professional 
workers  encountered  the  least  difficulty  in  the 
labor  market. 

Presenting  Problems 

The  reasons  for  seeking  help,  or  the  pre- 
senting problems,  are  related  to  the  age  of 
the  client. 

In  the  ten  to  nineteen  age  group  forty-one 
percent  sought  educational  and  vocational 
counseling.  Thirty-two  percent  came  because 
of  social  and  emotional  problems.  Eighteen 
percent  sought  temporary  summer  employ- 
ment and  six  percent  steady  employment. 
Three  percent  sought  counseling  on  medical 
care. 

In  the  twenty  years  and  older  group,  sixty- 
three  percent  sought  a change  of  job  and 
twenty-three  percent  steady  employment. 
Seven  percent  appeared  for  vocational  coun- 
seling, three  percent  for  retraining  and  two 
percent  each  for  medical  care  and  financial 
aid. 

Social  And  Emotional  Problems 

Shortly  after  the  start  of  the  Service,  we 
became  aware  that  social  and  emotional  prob- 


lems loomed  large  in  the  daily  lives  of  many  of 
the  applicants  for  counseling.  Furthermore, 
there  was  evidence  of  large  gaps  in  knowledge  j 
of  diabetes  and  poor  skill  in  the  day  to  day  ' 
management  of  diabetes.  There  were  evi- 
dences of  inadequate  medical  supervision  and 
of  poor  diabetic  control.  In  many  instances, 
it  was  necessary  to  initiate  or  re-establish  a 
program  of  medical  care  at  a clinic  or  with 
a private  physician.  We  found  a need  to  start  ' 
a broad  program  of  health  guidance  and  infor-  | 
mation.  For  a substantial  group  of  cases,  both  | 
young  and  old,  it  was  necessary  to  embark  j 
upon  a program  of  counseling  for  personal, 
social  and  emotional  problems. 

Forty-two  percent  of  the  juveniles  pre- 
sented social  or  emotional  problems  as  did  j 
thirty-seven  percent  of  the  adults.  Most  of  I 
the  psychological  tests,  including  aptitude 
and  intelligence  tests,  were  done  on  the  juv-  i 
eniles.  ; 

i 

The  majority  of  the  problems  were  of  a ^ 
severe  nature.  For  example,  two  boys  one 
14  and  the  other  16  years  of  age,  both  of  j 
superior  intelligence,  presented  severe  social  1 
problems.  One  is  suspended  from 'school  for  j 
delinquent  behavior,  the  other  is  a school  { 
truant.  Both  have  failing  school  grades.  | 
Reasonable  diabetic  management  and  control  j 
are  impossible  under  present  circumstances  j 
Placement  in  a residential  treatment  center,  j 
away  from  home,  is  planned  for  one  boy,  a ! 
trial  of  intensive  psychiatric  and  supportive 
therapy  at  home  for  the  other  boy.  It  is  i 
hoped  that  these  boys  can  be  socially  and 
emotionally  rehabilitated  to  enable  them  to 
cope  with  diabetes  more  successfully. 

A young  woman,  aged  21,  applied  for  help  j 
in  securing  employment.  She  is  a high  school  j 
graduate  and  is  qualified  for  office  work.  She 
exercised  no  control  over  her  diabetes,  dis-  | 
regarded  her  physician’s  advice,  and  has  not  . 
visited  the  clinic  in  over  a year.  Further,  at  ■ 
the  time  of  application,  she  was  despondent 
and  had  threatened  to  commit  suicide  with 
or  without  her  insulin.  This  young  lady  was 
hardly  a suitable  candidate  for  the  open 
labor  market  either  physically  or  emotionally. 
Four  agencies  were  involved  in  planning  for  , 
her — a family  service  agency,  a medical  social  j 
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service  department  at  the  hospital  where 
she  is  registered  for  diabetic  care  and  the 
psychiatric  division  of  the  hospital  which  ac- 
cepted her  as  an  in-patient,  and  finally,  the 
employment  service  which  has  assured  her  of 
its  willingness  to  help  her  find  a suitable  posi- 
tion when  she  is  ready. 

Not  all  of  our  clients  are  beset  with  emo- 
tional problems.  Some  have  problems  created 
by  restrictive  employment  practices  in  the 
community.  For  example,  a young  girl,  19 
years  of  age,  a well  controlled  diabetic,  was 
refused  employment  by  a large  insurance  com- 
pany. As  is  our  practice  in  such  situations, 
we  wrote  to  the  company  indicating  that  our 
client  was  no  employment  risk  in  the  position 
for  which  she  applied.  We  further  stated  that 
we  hoped  that  the  company  would  reconsider 
her  application.  The  reply  we  received  stated 
that  although  the  company  acknowledged 
that  she  would  not  lose  any  more  time  from 
work  than  the  average  employee,  it  could  not 
hire  the  applicant  because  she  is  a substand- 
ard risk  as  far  as  life  and  hospitalization  insur- 
ance are  concerned.  It  has  been  our  experi- 
ence that  the  well  controlled  diabetic  too 
often  encounters  inconsistent  and  archaic  em- 
ployment practices  when  looking  for  work. 
The  New  York  Diabetes  Association  pursues 
a continuing  educational  program  to  alter  and 
change  such  restrictive  employment  policies. 

Diabetic  Complications 

Diabetic  complications  have  a marked  ef- 
fect upon  employment  opportunities.  The 
disabling  effects  of  such  complications  as 
impaired  vision,  peripheral  vascular  disease, 
neuritis,  heart  and  kidney  disease  necessitate 
medical  treatment  and  rehabilitation,  and 
often  a change  of  job  and  vocational  retrain- 
ing. 

Diabetic  complications  were  present  at 
every  age  group  with  a marked  tendency  for 
the  incidence  to  increase  with  age.  Twenty- 
two  clients  had  thirty-six  diabetic  complica- 
tions. Eight  individuals  had  more  than  one 
disabling  condition.  It  should  be  noted  that 
vocational  re-training  and  a change  of  job 
are  more  difficult  with  the  older  age  groups, 
and  many  clients  presented  this  problem  to  us. 
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Limited  education  and  skills,  disabling 
complications,  emotional  and  personal  prob- 
lems, poor  diabetic  control  require  a multi- 
faceted approach.  Our  attempts  to  institute 
better  medical  management  and  later  referral 
for  vocational  re-training  and  a change  of  job 
have  only  been  partially  successful  because 
employment  opportunities  are  particularly 
limited  for  older  people  in  unskilled  occupa- 
tions. Our  service  continues  to  explore  the  op- 
portunities which  the  community  presents  for 
such  people. 

Working  With  The  Blind 

Diabetics  with  failing  vision  and  blind  dia- 
betics present  a particularly  difficult  problem 
in  medical  care  and  rehabilitation.  Because  of 
peripheral  neuritis  and  the  resulting  sensory 
impairment,  it  is  considerably  more  difficult 
for  a diabetic  to  learn  Braille  and  learn  the 
use  of  the  cane.  Many  of  these  individuals 
have  inadequate  assistance  in  the  home  or 
none  at  all.  Because  of  this,  the  accurate 
measurement  of  insulin  dosage  becomes  a 
difficult  problem.  None  are  able  to  test  their 
urine.  Therefore,  all  are  dependent  upon 
assistance  in  the  home  for  evaluation  of  their 
diabetic  control. 

Diabetics  represent  an  increasingly  large 
percentage  of  the  case  load  of  agencies  work- 
ing with  the  blind.  Approximately  one-half 
of  the  new  cases  in  a large  New  York  City 
agency  for  the  blind  are  diabetic.  Our  con- 
tact with  this  agency  indicated  that  this  group 
of  diabetics  have  special  needs  in  the  area  of 
medical  supervision  and  rehabilitation  which 
are  either  difficult  to  meet  or  are  not  being 
met  by  existing  medical  services.  These  are 
our  medical  failures  and  they  merit  intensive 
medical  research.  One  possibility  might  he 
the  cooperative  establishment  and  mainte- 
nance, by  agencies  serving  the  blind  and 
agencies  serving  diabetics,  of  specialized  cen- 
ters to  study  and  meet  the  manifold  needs  of 
the  blind  diabetic.  At  such  a center  rehabili- 
tation workers  could  be  specially  trained  to 
deal  with  the  problems  peculiar  to  the  dia- 
betic. These  centers  could  provide  medical 
research  workers  with  a large  source  of  ma- 
terial not  available  at  any  single  diabetic 
clinic.  We  hope  that  out  of  our  concern  for 
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the  rehabilitation  of  the  diabetic,  and  through 
our  closer  contacts  with  other  specialized 
agencies,  a new  era  of  cooperative  effort  will 
be  opened  up. 

In  conclusion,  a specialized  service  or- 
ganized to  meet  the  rehabilitation  and  place- 
ment needs  of  diabetics  should  also  be  able 
to  recognize  medical,  social,  and  psychological 
needs,  and  arrange  for  treatment. 

Diagnosis  involves: 

1.  Assessment  of  the  problem  presented 
by  the  client, 

2.  Determination  of  the  level  of  diabetic 
control,  evaluation  of  knowledge  of,  and 
competence  in  diabetic  management,  and 

3.  Evaluation  of  social  and  psychological 
adjustment. 

Treatment  involves  the  provision  of  certain 
direct  services,  and  the  referral  for  other 
services. 

Direct  services  should  include: 

1.  Health  education  for  good  self-care, 

2.  Counseling  for  social  and  emotional 
problems  within  the  capacity  of  the 
agency  to  provide  for  such  treatment, 

3.  Intelligence  and  aptitude  testing  for 
guidance  in  career  planning  within  the 
capacity  of  the  agency  to  provide  for 
such  testing,  and 


4.  Supervision  of  the  medical  care  of  dia- 
betics with  eye  complications  in  pro- 
posed centers  maintained  cooperatively 
by  local  diabetes  associations  and  re- 
habilitation agencies  working  with  the 
blind. 

Referral  for  services  are  necessary  in  the 
following  areas: 

1.  To  employment  services  for  job  place- 
ment, 

2.  To  clinics  and  private  physicians  for 
necessary  care, 

3.  To  psychiatric  treatment  centers  when 
indicated, 

4.  To  social  service  agencies  for  personal 
and  social  problems,  and 

5.  To  rehabilitation  centers  for  re-training  | 
of  diabetics  with  complications  and  dis- 
abilities. 

Finally,  such  a service  has  an  obligation  i 
to  the  well  controlled  diabetic  to  modify  pre- 
judicial employment  practices. 

■1  want  to  express  my  appreciation  for  the  interest  in  the  work  | 
of  the  Service  of  many  of  the  members  of  the  Clinical  Society  of  | 
the  New  York  Diabetes  Association.  Of  particular  importance  to  j - 

the  development  of  the  Service  were  the  broad  vision  and  dynam-  I * 

ism  of  Dr.  Irving  Graef.  Thanks  are  due  for  the  devoted  interest  i ‘ 

and  contributions  to  the  work  of  the  Service  of  Dr.  Winifred  C-  ] I 

Loughlin,  Vice  Chairman  of  the  Vocational  and  Counseling  Serv-  1; 

ice;  Mr.  Abraham  Bluestein,  Executive  Director  of  the  New  York  | ; 

Diabetes  Association;  and  the  staff  of  the  Service.  Mr.  George  ’ 
Gabriel  Kean,  Acting  Director;  Mrs.  Caren  Haldenstein,  Vocational 
Counselor;  and  Miss  Evelyn  Spencer,  Secretary.  i 

References  will  be  supplied  by  the  Journal  on  request.  , 


Diabetes  Mellitus 

IN  AN  EMPLOYED  POPULATIONt 


Series  of  cases  for  diabetic  studies  are 
usually  drawn  from  clinics  or  hospitals;  less 
frequently  from  the  population  at  large.  Gen- 
eralizations of  findings  from  the  former 
sources  are  somewhat  limited  because  their 
patients  tend  to  represent  specific  ethnic  and 

tAbstracted  from  an  article  by  Pell  and  D’Alonzo,  J.A.M.A.,  172: 
1000,  (March  5)  I960,  with  permission  of  the  editor. 


ii: 


C.  A.  D’Alonzo,  M.D. 

socioeconomic  groups,  and  the  treatment  they 
receive  is  standardized  in  accordance  with  the 
general  philosophy  of  diabetic  management 
adopted  by  the  physician  in  charge.  Popula- 
tion studies  have  the  advantage  of  encompass- 
ing a wider  representation  of  the  diabetic 

Dr.  D’Alonzo  is  Assistant  Medical  Director,  Medical  Division, 
E.  I.  du  Pont  de  Nemours  & Co.,  Inc.,  Wilmington.  Delaware. 
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population,  but  they  also  have  the  disadvan- 
tages of  being  costly  and  lacking  in  extensive 
and  detailed  medical  histories. 

The  diabetics  who  comprise  the  subject 
matter  of  this  paper  are  employees  of  E.  I. 
du  Pont  de  Nemours  & Company.  One  might 
consider  them  a sample  of  a third  group 
available  for  study;  that  is,  the  employed 
diabetic.  Although  our  diabetics  are  a select 
group,  in  that  they  may  be  healthier  and 
better  controlled  than  diabetics  in  general, 
they  are  a fruitful  source  of  material  for 
several  reasons.  First,  they  provide  an  op- 
portunity to  study  the  effect  of  the  disease 
on  their  status  as  employees.  Second,  the 
patients  come  from  all  parts  of  the  country. 
Third,  they  represent  a large  variety  of  oc- 
cupations and  a wide  range  of  economic  levels. 
Fourth,  many  clinical  and  laboratory  data 
are  available  from  records  of  periodic  health 
examinations.  And  finally,  it  is  a simple 
matter  to  obtain  a randomly  drawn  control 
group,  matched  to  the  diabetics  by  age,  sex, 
occupation,  and  geographical  area. 

The  findings  reported  here  deal  with  the 
prevalence  of  diabetes  in  the  company,  varia- 
tions in  prevalence  by  job  levels,  the  relation 
of  the  disease  to  ABO  blood  groups,  and  an 
analysis  of  the  occurrence  of  complications 
and  associated  diseases.  Articles  concerning 
genetic  factors  and  the  experience  of  our 
diabetics  with  respect  to  sickness,  absentee- 
ism, and  frequency  of  injuries  will  be  pub- 
lished in  subsequent  papers. 

Source  Of  Material  And  Survey  Procedures 

Company  Medical  Facilities,  Policies,  and 
Records — During  the  past  25  years,  it  has 
been  the  practice  of  the  company  to  provide 
an  extensive  periodic  physical  examination 
to  all  employees.  These  examinations  are 
given,  in  almost  all  instances,  by  company 
physicians.  The  laboratory  tests  include 
hemoglobin  determinations,  white  blood  cell 
counts,  and  urinalyses  to  test  for  the  presence 
of  sugar  and  albumin.  More  intensive  blood 
and  urine  studies  are  performed  when  indi- 
cated by  laboratory  findings  and  history.  The 
routine  examination  also  includes  a chest 
x-ray  and,  for  employees  past  35  years  of  age, 
at  least  one  electrocardiogram. 


Almost  all  employees  have  been  receiving 
their  medical  examinations  once  a year,  but 
many  are  .seen  more  frequently  for  consulta- 
tions and  special  examinations  to  detect  early 
any  possible  adverse  effects  of  potential  oc- 
cupational hazards,  as  part  of  our  preventive 
medical  program.  In  addition,  production 
employees  who  are  absent  for  reason  of  illness 
or  injury  must  report  to  the  plant  medical 
unit  for  evaluation  on  their  return  to  work. 

When  an  employee  exhibits  abnormal  con- 
ditions that  require  treatment  of  further  diag- 
nostic measures,  he  is  referred  to  his  family 
physician  or  a specialist.  Contact  between 
the  company  and  the  local  medical  community 
is  maintained,  to  follow  the  progress  of  pa- 
tients. This  contact  is  also  of  value  in  the 
administration  of  the  company  sickness  bene- 
fit plans,  which  require  the  attending  phy- 
sician to  certify  the  fact  and  cause  of  dis- 
ability. 

Employees  with  glycosuria  are  given  blood 
sugar  (usually  postprandial)  or  glucose-tol- 
erance tests.  Most  company  installations 
have  facilities  to  administer  these  tests,  but 
those  which  do  not  have  the  work  done  at  a 
local  laboratory.  Some  company  physicians 
have  blood  sugar  determinations  made  when 
there  is  a family  history  of  diabetes  without 
glycosuria.  All  employees  suspected  of  having 
diabetes  are  examined  closely  until  a diag- 
nosis of  diabetes  is  clearly  established  or 
eliminated. 

The  company  does  not,  as  a matter  of 
policy,  refuse  employment  to  anyone  because 
of  diabetes  mellitus,  except  when  the  appli- 
cant cannot  demonstrate  that  he  is  able  to 
control  the  disease.  The  suggested  policy 
and  procedure  for  company  physicians  is 
stated  as  follows:  “Uncontrolled  diabetes  is 
a severe  hazard.  These  cases  should  not  be 
accepted,  under  any  circumstances,  until  the 
blood  sugar  is  within  normal  limits  and 
medically  controlled.  If  the  applicant  is 
accepted,  he  should  be  followed  up  every 
three  months  or  so,  or  at  least  until  the  ex- 
aminer satisfies  himself  that  the  diabetes  is 
well  managed.  Diabetic  employees  are  en- 
couraged to  seek  the  help  and  advice  of  their 
personal  physicians  and  their  company  phy- 
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sicians  for  problems  concerning  the  manage- 
ment of  their  diabetes  in  relations  to  their 
job. 

Survey  Procedures — Our  survey  was  begun 
in  June,  1962.  At  that  time,  we  distributed 
questionnaires  to  all  company  physicians  and 
asked  them  to  complete  the  questionnaire  by 
interviewing  every  diabetic  in  their  plant. 
Thus,  the  company  physician  was  given  the 
responsibility  of  identifying  the  diabetic. 
Since  each  doctor  is  assigned  about  1,000  em- 
ployees, the  names  of  the  few  diabetics  seen 
by  them  could  easily  be  recalled  or  obtained 
from  their  medical  records.  Nevertheless,  we 
allowed  a little  more  than  a year  to  elapse 
for  the  completion  of  the  questionnaire.  Dur- 
ing that  time,  each  physician  examined  all 
of  his  patients  at  least  once  and  was  in  a 
position  to  identify  diabetics  not  recalled  by 
him  at  the  start  of  the  survey. 

The  choice  of  diagnostic  criteria  was  left, 
of  course,  to  the  judgment  of  the  employee’s 
personal  physician.  In  questionable  cases, 
we  recommended  to  the  company  physician 
that,  for  purposes  of  this  study,  a diagnosis  of 
diabetes  be  made  when  the  blood  sugar  level 
exceeded  170  mg.  per  100  cc.  in  one-half  to 
one  hour  after  the  ingestion  of  a test  meal 
(or  a meal  high  in  carbohydrates)  or  when 
the  blood  sugar  level  did  not  return  to  a level 
below  150  mg.  per  100  cc.  two  hours  after  the 
meal,  or  both  of  these  conditions  obtained. 
Of  course,  no  set  of  criteria  will  prevent  false- 
negative and  false-positive  diagnoses.  In  our 
company,  however,  these  risks  are  reduced 
because  of  the  repeated  health  examinations 
and  close  follow-up  of  patients  with  borderline 
and  indeterminate  cases. 

Control  Employees  Selected 

After  obtaining  the  names  of  all  the  known 
diabetics  in  the  company,  we  selected  a con- 
trol employee,  matched  to  each  diabetic  by 
age  (five-year  categories),  sex,  occupation 
(i.e.,  production  or  salaried),  and  location. 
The  controls  were  selected  by  means  of  ran- 
dom numbers  from  a complete  listing  of 
company  employees.  We  then  requested  the 
medical  records  of  the  diabetics  and  controls 
to  make  abstracts  of  information  pertinent 
to  our  study. 


Prevalence  Of  Diabetes 

Variation  by  Age  and  Sex — During  the  one- 
year  period  in  which  the  survey  was  conducted 
(June,  1956,  to  June,  1957)  company  phy- 
sicians reported  408  patients  with  diabetes 
among  the  company’s,  90,596  employees,  a 
prevalence  rate  of  4.5  per  1,000  persons. 
Among  these  were  370  men  and  38  women. 
Prevalence  rates  by  age  and  sex  indicate  the 
well-known  increase  in  prevalence  with  age. 

Comparisons  with  Other  Surveys — The  ac- 
tual number  of  diabetics  in  the  United  States 
has  been  a matter  of  speculation  for  many 
years.  The  National  Health  Survey  of  1935- 
1936  obtained  a prevalence  rate  of  3.7  per 
1,000  by  means  of  household  interviews.  That 
this  figure  is  a gross  underestimate  of  the 
actual  prevalence  of  diabetes  has  been 
strongly  suggested  by  more  recent  population 
surveys  in  which  blood  sugar  tests  have  been 
used  as  a basis  for  the  identification  of  dia- 
betics. In  Oxford,  Mass.,  the  prevalence  rate 
was  found  to  be  20  per  1,000,  and  in  three 
communities  in  Ontario,  Canada,  12.9  per 
1,000.  Among  industrial  surveys,  prevalence 
rates  per  1,000  were  reported  as  5.5  by  Hem- 
mett,  13.0  by  Wade,  and  16.0  by  Canelo  and 
others. 

If  the  screening  surveys  that  have  been 
cited  come  closest  to  estimating  the  actual 
prevalence  of  diabetes  in  the  general  popula- 
tion, the  observed  rate  in  our  company,  4.5 
pr  1,000,  must  be  considered  low.  Two  pos- 
sible explanations  for  the  difference  are  as 
follows. 

Screening  Methods — Most  company  medi- 
cal units  rely  only  on  the  presence  of  gly- 
cosuria as  a means  of  identifying  potential 
diabetics.  Wilkerson  and  co-workers  demon- 
strated that  urine  tests  alone  are  nonspecific 
and  insensitive  for  screening  purposes.  Al- 
though the  annual  repetition  of  urinalyses 
done  on  company  employees  increases  the 
chances  of  detecting  diabetes,  it  is  possible 
that  some  mild  case  remain  unidentified. 

Selectivity  of  Company  Population — As 
stated  earlier,  company  policy  does  not  favor 
the  employment  of  severe  uncontrolled  dia- 
betics. In  addition  to  this  group,  there  may 
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be  other  diabetics  who  do  not  enter  the  com- 
pany population.  These  may  include  dia- 
betics with  disabling  complications,  or  those, 
who  because  of  their  condition,  do  not  seek 
emplojrment  with  the  company. 

Variation  In  Prevalence  By  Job  Level 

Male  employees  were  divided  into  five 
broad  occupational  categories.  One  category 
consists  of  production  workers;  that  is,  crafts- 
men, operatives,  and  other  employees  engaged 
in  various  types  of  skilled,  semiskilled,  and  un- 
skilled manual  labor.  This  group  comprises 
about  two-thirds  of  the  male  population  in 
the  company.  The  other  four  categories  con- 
sist of  salaried  employees  grouped  according 
to  their  income  level.  The  highest  group  is 
made  up  of  persons  in  managerial  and  execu- 
tive positions,  while  the  other  levels  include 
supervisory,  professional,  technical  and  cleri- 
cal personnel. 

Age-adjusted  prevalence  rates  in  each  of 
the  five  categories  showed  significant  differ- 
ences among  these  rates,  (0.05>p>0.02). 
Among  the  four  salaried  groups,  there  can 
be  seen  an  inverse  relationship  between  job 
level  and  prevalence  of  diabetes.  This  asso- 
ciation may  be  due  to  a selective  mechanism, 
by  which  diabtics  may  have,  for  various  rea- 
sons, less  chance  than  non-diabetics  for  pro- 
motion to  supervisory  and  managerial  posi- 
tions. 

The  prevalence  rate  among  production  em- 
ployees is  lower  than  that  found  in  the  two 
lower  categories  of  salaried  employees.  Part 
of  this  difference  may  be  explained  by  the 
sedentary  nature  of  the  work  done  by  salaried 
personnel  or,  conversely,  the  protective  effect 
of  the  physical  activity  or  production  workers. 
Another  factor  may  be  a tendency  of  some 
diabetics  to  move  or  keep  away  from  occupa- 
tions in  production  areas  because  of  the  de- 
mands of  shift  work. 

It  is  interesting  that  the  pattern  of  oc- 
cupational variation  in  prevalence  of  diabetics, 
described  above,  is  similar  to  the  pattern  we 
found  in  studying  the  incidence  of  acute  myo- 
cardial infarction.  The  rankings  of  the  five 
job  categories  were  identical  in  the  two 
studies.  It  is  possible  that  the  incidence  or 


prevalence  of  other  forms  of  chronic  disease 
may  yield  similar  occupational  differences  and 
that  the  same  factors  may  be  operating  to 
produce  them. 

Use  of  Orally  Given  Hypoglycemic  Agents 

During  the  one-year  period  of  our  survey, 
only  nine  patients  reported  the  use  of  orally 
given  drugs  to  control  the  blood  sugar  level. 
Five  of  these  patients,  who  normally  require 
a daily  insulin  dosage  of  26  units  or  more, 
had  to  resume  taking  insulin  because  the 
drugs  were  not  effective.  The  drugs  appeared 
to  be  successful  for  the  other  four  diabetics, 
but  three  of  them  had  never  taken  insulin, 
and  the  other  had  taken  only  15  units  per 
day. 

Blood  Types 

Some  company  installations  include  blood 
typing  as  a part  of  the  preemployment  medi- 
cal examination.  Among  the  subjects  in  this 
study,  we  were  able  to  obtain  the  ABO  blood 
groupings  of  265  diabetics  and  275  controls. 
Differences  in  the  frequency  distributions  of 
the  blood  types  between  the  diabetics  and 
controls  are  small  and  can  easily  be  attributed 
to  sampling  variation  (p>0.05).  Our  findings 
are  not  in  agreement  with  those  of  McConnell 
and  associates,  who  reported  an  increased 
frequency  of  persons  with  group  A and  a de- 
creased frequency  of  those  with  group  O 
blood  among  1,333  diabetics  who  were  com- 
pared to  controls. 

Overweight  And  Hypertension 

Criteria — To  classify  our  subjects  accord- 
ing to  the  presence  or  absence  of  overweight 
and  hypertension,  we  used,  for  this  and  other 
studies  we  are  undertaking,  the  following 
criteria. 

A person  was  classified  as  overweight  if  his 
body  weight,  as  measured  during  his  latest 
periodic  health  examination,  exceeded  his 
ideal  weight  by  20%  or  more.  We  specified 
a person’s  ideal  weight  as  the  weight  midway 
between  the  allowable  extremes  for  a person 
of  medium  frame,  as  recommended  in  the 
height-and-weight  tables  of  the  Metropolitan 
Life  Insurance  Company. 
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A classification  of  hypertension  was  made 
on  the  basis  of  blood  pressure  readings  that 
were  taken  during  the  past  10  years  at  the 
time  of  the  employee’s  periodic  health  ex- 
amination. He  was  designated  as  hyperten- 
sive if  his  records  showed  two  successive  an- 
nual readings  of  150  mm.  Hg  or  more  systolic 
or  94  mm.  Hg  or  more  diastolic. 

Frequency  of  Occurence — Excess  weight  in 
diabetics  is  a common  clinical  finding,  and 
its  positive  role  in  the  etiology  of  the  disease 
is  well  known.  In  our  series,  36.0%  of  the 
diabetics  are  currently  overweight,  but,  of 
349  diabetics  for  whom  information  is  avail- 
able, 164,  or  47.0%,  were  overweight  at  the 
time  of  onset  of  the  diabetes.  These  figures 
are  contrasted  to  27.4%,  the  proportion  of 
the  controls  who  are  overweight  at  the  pres- 
ent time.  The  success  of  our  overweight 
diabetics  in  losing  weight  is  indicated  by  the 
fact  that,  of  the  164  diabetics  who  were  over- 
weight at  onset,  151,  or  92.1%,  have  shown 
a net  loss  in  weight  since  that  time. 

Several  investigators  have  reported  that 
hypertension  occurs  more  frequently  in  dia- 
betics than  in  non-diabetics.  Munro  and 
colleagues  found  the  difference  to  be  much 
more  pronounced  in  women  than  in  men. 
According  to  our  criteria,  described  above, 
hypertension  is  present  in  63  diabetics  and 
44  controls,  or  15.4%  and  10.8%,  respec- 
tively, of  the  total  in  each  group  (p=0.6). 
Overweight  and  hypertension  occur  jointly  in 
9.6%  of  the  diabetics  and  4.7%  of  the  con- 
trols; that  is,  about  twice  as  frequently  in 
the  diabetic  group  (p<0.01). 

Since  overweight  is  more  common  among 
diabetics  than  nondiabetics,  and  since  there 
is  a positive  association  between  overweght 
and  hypertenson,  one  might  suspect  that  the 
higher  frequency  of  hypertension  among  dia- 
betics might  be  due  to  the  higher  frequency 
of  overweight  among  them.  Our  data,  how- 
ever, indicate  that  the  excess  of  hypertension 
among  diabetics  cannot  be  attributed  to  ex- 
cess body  weight  alone.  The  greater  preval- 
ence of  hypertension  among  diabetics  occurs 
in  each  of  the  three  highest  categories  of 
overweight.  Data  obtained  by  Munro  and 
colleagues  led  them  to  the  same  conclusion. 


Relation  to  Severity  of  Diabetes — The 
prevalence  of  hypertension  by  daily  insulin 
dosage,  indicates  an  inverse  association  be- 
tween these  two  variables.  Of  236  diabetics 
who  took  no  insulin  or  less  than  20  units 
per  day,  48,  or  about  20%,  are  hypertensive. 
The  prevalence  of  hypertension  decreases  in 
each  successive  category  of  daily  insulin  dos- 
age. Among  the  most  severe  cases,  that  is, 
in  patients  requiring  50  or  more  units  per 
day,  hypertension  is  present  in  only  3 of 
52  diabetics,  or  5.8%.  Although  the  number 
of  hypertensives  in  each  category  is  small, 
the  probability  that  the  differences  among 
the  prevalence  rates  will  occur  by  chance 
alone  is  about  0.02. 

To  explore  this  matter  further,  we  com- 
pared the  prevalence  of  hypertension  among 
diabetics  with  that  of  the  controls  by  the 
presence  or  absence  of  overweight  and  divided 
the  diabetics  into  two  groups;  those  who  took 
no  insulin  or  less  than  20  units  per  day  (mild 
cases)  and  those  who  took  20  or  more  units 
per  day  (moderate  and  severe  cases). 

Data  On  Hypertension 

The  data  show  no  significant  differences  in 
prevalence  of  hypertension  between  controls 
and  moderate  and  severe  diabetics.  This  is 
true  for  persons  who  are  overweight  as  well 
as  those  who  are  not  overweight.  Among 
persons  who  are  not  overweight,  there  are 
no  significant  differences  in  prevalence  of 
hypertension  among  mild  diabetics,  moderate 
and  severe  diabetics,  and  nondiabetic  con- 
trols. 

Among  overweight  persons,  however,  the 
prevalence  of  hypertension  is  significantly 
greater  among  the  mild  diabetics  than  it  is 
among  the  moderate  and  severe  diabetics  and 
the  controls  (p<0.05).  Among  the  110  over- 
weight diabetics  with  mild  disease,  hyper- 
tension is  present  in  30.9%.  This  is  con- 
trasted to  13.9%  in  the  moderate  and  severe 
group  and  17.1%  in  the  control  group. 

Thus,  the  higher  rate  of  hypertension  found 
in  our  series  of  diabetics,  when  compared  to 
the  controls,  is  concentrated  in  the  overweight 
patients  with  mild  cases. 
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TABLE  I 

History  Of  Certain  Diseases  Among 
Diabetics  And  Controls 


Diabetics  Controls  P* 
No.  % No.  % 


Hypertension 

63 

15.4 

44 

10.8 

.06 

Coronary  artery 

32 

7.8 

11 

2.7 

<.01 

disease 

Skin  disease 

30 

7.4 

20 

4.9 

>.10 

Gallbladder 

20 

4.9 

8 

2.0 

<.05 

disease 

Peripheral 

11 

2.7 

2 

0.5 

<.05 

vascular  disease 

Retinitis 

10 

2.5 

0 

0 

<.01 

Neuropathy 

9 

2.2 

5 

1.2 

>.30 

Cataracts 

9 

1.2 

8 

2.0 

>.50 

Thyroid 

8 

2.0 

9 

2.2 

>.20 

disturbance 

Peptic  ulcer 

12 

2.9 

24 

5.9 

<.05 

* Probability  of  difference  between  diabetic  and 
controls  occurring  by  chance  alone. 


Diseases  Associated  With  Diabetes 

Table  1 shows  the  frequency  with  which 
the  occurrence  of  certain  diseases  was  noted 
in  the  medical  records  of  the  diabetics  and 
controls.  In  assessing  the  differences  be- 
tween the  two  groups,  consideration  should 
be  given  to  these  factors.  First,  for  some 
diseases  listed  there  are  not  a sufficient  num- 
ber of  cases  with  which  to  obtain  a reliable 
estimate  of  the  true  difference  between  the 
two  groups.  Second,  some  of  the  diseases 
may  be  present  but  not  diagnosed,  and,  if 
diagnosed,  inadvertently  omitted  from  the 
the  medical  record.  Third,  diabetics  are 
seen  by  physicians  more  frequently  than  are 
nondiabetics;  hence,  the  presence  of  a disease 
is  more  likely  to  be  detected  earlier  in  a dia- 
betic than  in  a nondiabetic.  The  biases  just 
mentioned  are  probably  minimized  in  our 
series  because  of  the  thoroughness  of  the 
periodic  health  examination  provided  by  the 
company  to  both  diabetics  and  nondiabetics. 

A higher  prevalence  rate  among  diabetics, 
greater  than  would  be  expected  by  chance 
alone  (p<0.05),  was  found  to  occur  in  the 
cases  of  coronary  artery  disease,  gallbladder 
disease,  peripheral  vascular  disease,  and  re- 
tinitis. The  proneness  of  diabetics  to  develop 
these  diseases  is  well  known.  Skin  diseases 


were  also  more  common  among  the  diabetics 
than  the  nondiabetics  in  our  study,  but  the 
difference  in  prevalence  rates  is  not  great 
enough  to  exclude  the  possibility  that  it 
arose  by  chance  alone.  Data  on  neuropathies, 
cataracts,  and  thyroid  diseases  are  too  frag- 
mentary to  draw  inferences  from  them.  The 
relation  of  hypertension  to  diabetics  was  dis- 
cussed in  the  preceding  section. 

Of  particular  interest  is  the  more  frequent 
occurrence  of  peptic  ulceration  among  the 
nondiabtics;  i.e.,  5.9%  compared  to  2.9%  in 
the  diabetic  group  (p<0.05).  This  is  con- 
sistent with  the  findings  of  other  studies. 
Rothenberg  and  Teicher  reported  peptic  ulcer 
in  0.25%  of  3,525  diabetics  compared  to 
1.49%  of  130,500  total  hospital  admissions. 
At  the  Mayo  Clinic,  peptic  ulcer  was  found  in 
2.3%  of  2,584  diabetics  and  in  3.7%  of  the 
total  number  of  admissions.  One  might  sus- 
pect that  age  differences  between  the  diabetics 
and  nondiabetics  in  these  studies  might  ac- 
count for  the  lower  prevalence  of  peptic  ulcer- 
ation among  the  diabetics,  because  diabetes 
is  prevalent  in  older  persons  and  peptic  ulcer 
in  younger  persons.  In  our  study,  however, 
the  nondiabetic  controls  were  matched  to  the 
diabetics  by  age,  so  that  this  factor  cannot 
explain  the  difference  we  observed. 

Comment 

That  some  relationship  exists  between  the 
pituitary  gland  and  diabetes  mellitus  has  been 
well  established  by  the  work  of  Houssay.  He 
demonstrated  experimentally  a marked  re- 
duction of  the  severity  of  diabetes  in  animals 
by  removal  of  the  anterior  pituitary  gland, 
and,  conversely,  the  production  of  diabetic 
symptoms  by  the  administration  of  anterior 
pituitary  extract.  Clinical  indications  of  this 
relationship  are  the  rapid  growth  and  early 
maturity  of  diabetic  children  and  the  occur- 
rence of  glycosuria  in  such  conditions  as  preg- 
nancy, basophilic  adenomas  of  the  pituitary 
gland,  and  as  a sequela  in  the  clinical  use  of 
ACTH. 

Since  hormones  are  implicated  in  the 
etiology  of  diabetes  mellitus,  it  is  possible 
that  hormonal  disturbances  may  play  a part 
in  the  development  of  certain  “stress  diseases” 
among  diabetics.  In  our  series  of  cases,  the 
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prevalence  of  essential  hypertension,  com- 
monly regarded  as  a stress  disease,  was  found 
to  be  excessively  high  among  the  overweight 
diabetics  with  mild  disease  and  inversely  re- 
lated to  insulin  dosage.  These  findings  bring 
to  mind  certain  interesting  speculations.  For 
example,  does  insulin,  itself  have  a blocking, 
inhibitory,  or  neutralizing  effect  on  the  pitui- 
tary-adrenal axis?  One  might  also  consider, 
in  this  regard,  the  homeostatic  action  of  in- 
sulin and  epinephrine  in  the  maintenance  of 
normal  blood  sugar  levels.  A high  intake  of 
insulin  may  be  accompanied  by  a reduced 
output  of  epinephrine,  thus  tending  to  lower 
blood  pressure  levels,  whereas  the  diabetics 
who  take  little  or  no  insulin  may  have  a rela- 
tively high  output  of  epinephrine,  and,  con- 
sequently, higher  blood  pressures. 

Although  stress  may  be  involved  as  a com- 
ponent in  the  etiology  of  such  conditions  as 
obesity,  hypertension,  atherosclerosis,  and 
cholelithiasis,  the  excess  prevalence  of  these 
diseases  among  diabetics  may  be  due,  partly 
or  wholly,  to  the  derangement  of  carbohydrate 
and  lipid  metabolism  characteristic  of  dia- 
betes. 

Peptic  ulcer  is  the  one  stress  disease  which 
has  been  found  to  be  less  common  among 
diabetics  than  nondiabetics.  This  is  not  con- 
sistent with  the  idea  that  diabetes  and  com- 
plicating stress  diseases  have  a common  origin 
in  the  stress  mechanism,  but  there  are  possible 
explanations  for  this  apparent  contradiction. 
First,  the  body’s  response  to  stress  is  not 
necessarily  mediated  through  the  gastric  area, 
but  may  operate  via  the  pancreatic-adrenal 
route  alone  or  through  more  than  one  path- 
way. Second,  Clarke  has  suggested  that  the 
amount  of  secretion  of  hydrochloric  acid  may 
be  determined  by  a genetic  factor  transmitted 
with  the  ABO  blood  type,  O leading  to  hyper- 
chlorhydria  and  A to  achlorhydria.  In  sup- 
port of  this  view,  he  cited  the  increased  fre- 
quency of  type  0 blood  among  persons  who 
have  peptic  ulcer,  which  is  associated  with 
hyperchlorhj^dria,  and  the  excess  of  type  A 
among  persons  with  gastric  carcinoma  and 
pernicious  anemia,  diseases  associated  with 
achlorhydria.  He  then  cited  a study  by  Mc- 
Connell which  showed  increased  frequency 


of  group  A among  young  diabetics,  pointing 
out  that  in  persons  with  diabetes  mellitus 
duodenal  ulcer  is  rare  and  achlorhydria  com- 
mon. Thus,  under  Clarke’s  hypothesis,  the 
decreased  prevalence  of  peptic  ulcer  among 
diabetics  would  be  due  to  the  protection  af- 
forded by  a genetically  transmitted  achlor- 
hydria. 

Summary 

A survey  of  diabetics  employed  by  E.  I. 
du  Pont  de  Nemours  & Company  revealed 
408  cases,  a prevalence  rate  of  4.5  per  1,000 
persons.  Among  salaried  employees,  preva- 
lence was  inversely  related  to  job  level.  The 
disease  was  found  to  be  less  prevalent  among 
production  workers  than  among  the  lower 
level  salaried  employees.  No  significant  dif- 
ference was  found  in  the  distribution  of  ABO 
blood  groups  between  the  diabetics  and  the 
controls.  Overweight  was  found  to  be  more 
prevalent  among  the  diabetics  than  the  con- 
trols, but  92.1%  of  the  diabetics  who  were 
overweight  at  the  time  of  onset  have  shown 
a net  loss  in  weight  since  that  time.  Hyper- 
tension was  more  common  among  the  dia- 
betics than  the  controls,  but  the  excess  was 
found  to  be  concentrated  in  the  overweight 
patients  with  mild  cases.  The  higher  preva- 
lence of  hypertension  among  the  diabetics 
was  not  due  to  the  higher  prevalence  of  over- 
weight among  them. 

The  prevalence  of  hypertension  was  in- 
versely related  to  daily  insulin  dosage.  There 
are  possible  explanations  for  this  relationship. 
The  prevalence  of  coronary  artery  disease, 
gallbladder  disease,  peripheral  vascular  dis- 
ease, and  retinitis  was  significantly  greater 
among  the  diabetics  than  the  controls.  The 
proneness  of  diabetics  to  these  diseases  has 
been  generally  accepted  on  the  basis  of  several 
postmortem  studies,  clinical  observations,  and 
the  relation  of  these  diseases  to  the  pathology 
of  diabetes.  A history  of  peptic  ulcer  was 
significantly  more  common  among  the  non- 
diabetic controls  than  the  diabetics,  con- 
firming the  findings  of  other  studies. 


Dr.  A.  J.  Fleming  and  Mrs.  Sara  M.  Rodgers  assisted  in  the 
preparation  of  this  study. 


Readers  are  referred  to  original  articles  for  complete  data  and 
references. 
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The  Diabetic  Patient 

AS  A LIFE  INSURANCE  RISK 

A.  Henry  Clagett,  Jr.,  M.D. 


Twenty  years  ago  it  was  practically  im- 
possible for  a diabetic  patient  to  obtain  life 
insurance.  In  fact,  a person  whose  urine 
contained  reducing  substances  was  usually 
declined  as  an  insurance  risk  without  any 
further  investigation.  Beginning  in  the  mid 
40’s,  several  of  the  larger  companies  in  the 
industry  began  accepting  certain  patients 
with  diabetes  as  insurance  risks.  These  were 
insured  at  a sub-standard  rate,  necessitating 
an  increased  premium.  For  the  most  part, 
until  quite  recently,  this  insurance  was  writ- 
ten for  the  purpose  of  certain  companies  de- 
termining what  a long-term  experience  with 
these  patients  would  be.  Recently,  the  Lincoln 
National  Life  Insurance  Company  of  Fort 
Wayne,  Ind.,  published  their  experience  with 
these  people  over  a fifteen-year  period.  Their 
experience  covered  8,918  policies,  exposed  for 
a total  of  52,345  policy  years,  with  633  death 
claims.  The  industry  is  now  able  to  offer 
insurance  to  these  patients  based  upon  the 
results  of  this  experience. 

Before  proceeding  with  this  discussion,  we 
should  define  several  terms  that  are  in  com- 
mon use  in  the  Life  Insurance  Industry;  rather 
than  a formal  definition,  I would  rather  define 
by  example. 

Mortality  rates  are  expressed  in  terms  of 
deaths  per  thousand.  There  are  several  tables 
in  existence,  but  these  are  all  based  upon  the 
expected  mortality  in  apparently  healthy  in- 
dividuals at  any  given  age.  Table  I is  an 
excerpt  of  such  a table.  The  mortality  rate 
at  birth  is  of  no  significance  from  the  insur- 
ance standpoint.  Thereafter,  it  can  be  seen 
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that  this  rate  increases  with  age.  By  the 
same  token,  the  life  expectancy  decreases  with 
advancing  age.  In  speaking  about  insurance 
at  a sub-standard  rate,  we  will  talk  about 
200%,  300%,  400%  and  500%  mortality.  The 
expected  death  rate  is  taken  at  100%  which 
we  accept  as  standard.  If  we  state  that  a 
person  is  a 200%  risk,  we  do  not  mean  that 
he  is  half  dead  or  that  his  life  expectancy  has 
been  cut  in  half.  Looking  at  Table  I,  we  see 
that  for  age  40  the  mortality  rate  is  3.53, 
which  means  approximately  3Y2  deaths  per 
thousand.  If  we  state  that  a man  has  a 200% 
mortality,  we  are  talking  about  a group  of 
people  age  40  whose  death  rate  would  be 
approximately  7 per  thousand.  By  the  same 
token  when  we  speak  of  500%  mortality,  we 
are  speaking  of  a group  of  people  age  40  in 
which  the  death  rate  would  be  approximately 
17  per  thousand. 


TABLE  I 
Death 

Expectation  o/ 

Age 

Per  1000 

Life-Years 

0 

7.08 

68.30 

20 

1.79 

50.37 

40 

3.53 

32.18 

60 

20.34 

16.12 

80 

109.98 

5.85 

Table  II  translates  the  above  figures  into 
life  expectancy  according  to  mortality  rate. 
Looking  again  at  age  40  for  example,  we  see 
that  the  average  life  expectancy  is  approxi- 
mately 32  years  and  with  a 200%  mortality, 
the  life  expectancy  only  drops  to  approxi- 
mately 25  years.  Indeed,  we  must  go  all  the 
way  to  a 500 mortality  before  we  cut  the 
life  expectancy  in  half. 
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TABLE  II 


Life  Expectancy — Age  and  Class 


Age 

100% 

200% 

300% 

400% 

500% 

20 

50.4 

42.3 

37.6 

34.3 

31.8 

30 

41.3 

33.7 

29.5 

26.7 

24.5 

40 

32.2 

25.2 

21.5 

19.0 

17.1 

50 

23.6 

17.4 

14.3 

12.2 

10.7 

60 

16.1 

11.0 

8.5 

7.0 

6.0 

The  final  definition  by  example  is  one  that 
is  of  great  importance  to  the  agent  and  to 
the  applicant.  This  concerns  the  price  of 
the  insurance.  The  agent  may  be  frightened 
at  hearing  that  the  risk  is  200%  Standard, 
expecting  to  find  the  premium  doubled.  Table 
III  shows  a sample  of  premium  rates  for  a 
man  age  30  according  to  the  mortality  rate. 
We  see  that  Standard  insurance  (100%) 
would  cost  him  $21.41  per  thousand;  where 
if  he  fell  itno  the  200%  group,  the  premium 
would  be  $28.51  per  thousand.  Here  again, 
we  must  get  almost  up  to  the  500%  mortality 
rate  before  the  premium  is  doubled. 

TABLE  III 

Sample  Premiums  at  Age  30 
According  to  Mortality 


100% 

21.41/M 

200% 

28.51/M 

300% 

34.28/M 

400% 

39.46/M 

500% 

44.29/M 

In  appraising  or  underwriting  a person  for 
life  insurance,  it  is  understood  that  it  would 
be  impossible  to  estimate  with  any  certainty 
how  long  any  given  individual  is  going  to 
live.  It  is,  therefore,  attempted  to  set  up  a 
number  of  groups  who  have  many  essential 
features  in  common  and,  depending  upon  past 
experience  with  these  groups,  determine  what 
the  average  life  expectancy  would  be  (or,  in 
other  terms  the  mortality  rate)  of  any  one  of 
these  groups.  In  underwriting  a person  for 
life  insurance,  therefore,  it  is  attempted  to 
put  him  into  the  proper  group  and  then  to 
apply  the  mortality  percentage  of  that  specific 
group  to  the  individual. 

From  the  standpoint  of  underwriting  dia- 
betic patients,  we  have  arbitrarily  divided 


them  into  five  groups  beginning  with  Group 
I which  contains  those  who  can  be  insured 
at  the  most  favorable  rate  up  to  Group  V 
which  contains  those  which  cannot  be  in- 
sured. 

Those  in  group  I are  the  most  favorable  of 
all  diabetics.  These  people  have  had  diabetes 
for  a relatively  short  time  and  have  developed 
it  later  in  life.  Those  in  the  younger  age 
group  are  in  the  250%  mortality  group  while 
the  older  age  group  in  this  class  are  approxi- 
mately 150%.  The  rate  must  increase  dras- 
tically for  those  who  developed  the  disease 
at  an  earlier  period.  The  number  of  units  of 
insulin  taken  per  day  has  always  been  used 
as  a rough  index  of  the  severity  of  diabetes. 
The  Lincoln  National  study  showed,  however, 
that  there  apparently  is  no  correlation  what- 
soever in  this  factor.  The  amount  of  carbo- 
hydrates taken  per  day  is  merely  added  to 
insure  that  we  are  not  dealing  with  a person 
who  is  taking  a small  amount  of  insulin  only 
because  of  radical  carbohydrate  restriction. 
The  two  most  important  factors  in  this  Group 
I are  the  absence  of  any  complications  or 
concurrent  disease  and  conscientious  medical 
care.  Group  II  differs  from  Group  I only  in 
that  the  diabetes  is  of  10  to  15  years  duration. 
In  Group  II,  the  rate  is  increased  for  those  in 
older  age  groups.  In  Group  III,  the  criteria 
are  the  same  as  for  Group  I except  the  dia- 
betes is  over  15  years  in  duration.  This  group 
has  an  expected  mortality  of  250%  at  all 
ages. 

Special  Subdivision  Of  Group  I 

A special  subdivision  of  Group  I are  those 
people  who  have  been  suspected  of  having 
diabetes  but  in  whom  all  of  the  tests  used  to 
confirm  or  rule  out  such  a diagnosis  have 
been  normal.  This  usually  means  a person 
who  shows  a significant  amount  of  sugar  in 
the  urine  at  the  time  of  examination  who 
subsequently  shows  a perfectly  normal  reac- 
tion to  the  Glucose  Tolerance  Test.  Surpris- 
ingly, the  Lincoln  National  study  showed 
that  these  individuals  have  a mortality  rate 
of  300%.  Obviously,  it  would  not  be  fair  to 
charge  a person  who  is  merely  suspected  of 
having  diabetes  the  same  rate  as  one  who  is 
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known  to  have  definite  diabetes.  These 
people  usually  are  charged  a small  extra 
premium. 

Poor  family  history,  borderline  habits,  over 
or  underweight,  borderline  blood  pressure  and 
questionable  medical  supervision  are  all  fac- 
tors, any  one  of  which  is  cause  for  an  increased 
rating. 

There  are  several  factors,  any  one  of  which 
would  be  cause  for  declining  to  consider  the 
applicant  for  insurance.  The  extremes  of 
age,  other  diseases  or  complications,  and, 
most  of  all,  careless  follow-up  or  medical 
supervision,  are  each  cause  for  declination. 

Summary 

In  summary,  we  are  now  able  to  issue  in- 
surance to  the  diabetic  patient  with  some 

EMPLOYMENT  of  Diabetics 
IN  THE  FEDERAL  SERVICE 


The  U.S.  Civil  Service  Commission  believes 
that  persons  with  controlled  diabetes  may  be 
good  employees  and  that  it  is  good  business 
to  hire  them.  Regardless  of  this  condition 
a diabetic  is  capable  of  safe  and  efficient 
service  in  an  appropriate  job  provided  satis- 
factory control  of  his  condition  is  maintained. 
Diabetes  Mellitus  is  a disorder  which  prevents 
the  body  from  properly  transforming  food, 
particularly  carbohydrates  into  energy  es- 
sential to  health.  Specifically,  it  is  a meta- 
bolic disorder  in  which  the  ability  to  oxidize 
carbohydrates  is  more  or  less  completely  lost 
due  to  faulty  activity  of  the  pancreas,  a gland 
concerned  with  the  digestion  of  food.  Dia- 
betes Mellitus  is  suspected  whenever  the 

Dr.  McGowan  is  Regional  Medical  Ofticer  of  the  Nev.-  York 
Region.  U.  S.  Civil  Service  Commission. 


degree  of  confidence.  Obviou.sly,  as  you  would 
expect  from  clinical  medicine,  the  person  who 
develops  diabetes  later  in  life  and  whose 
diabetes  is  controlled  with  little  or  no  insulin 
is  a much  better  risk  than  the  person  who 
develops  diabetes  at  a younger  age.  Unfor- 
tunately, it  is  still  impossible  for  some  dia- 
betic patients  to  be  insured.  The  young, 
juvenile  diabetic  and  the  so-called  brittle 
diabetic  and  those  subject  to  the  numerous 
complications  of  this  disease  are  still  unin- 
surable.  Rather  than  looking  at  this  dark 
aspect,  however,  let  us  look  at  the  tremendous 
advances  that  have  occurred  over  the  past 
20  years.  Do  not  let  us  forget  that  20  years 
ago  no  one  with  diabetes  could  obtain  Life 
Insurance. 

References  will  be  supplied  by  the  Journal  on  request. 


Frank  McGowan,  M.D. 


presence  of  sugar  in  the  urine  (glycosuria)  is 
discovered.  However,  other  tests  are  required 
before  diabetes  may  be  confirmd. 

Employment  Of  Diabetics 

Prior  to  1941  persons  who  were  known  to 
have  diabetes  mellitus  were  not  acceptable 
for  Federal  employment.  Since  that  time 
physical  standards  have  been  modified  to 
permit  the  acceptance  of  persons  with  the 
condition,  providing  they  are  able  to  perform 
the  duties  of  their  positions  efficiently  and 
the  condition  does  not  render  them  a hazard 
to  themselves  or  others. 

Mild  diabetics  who  require  no  insulin  for 
the  control  of  their  condition  present  no 
special  difficulty  in  regard  to  placement.  They 
are  ordinarily  capable  of  performing  any  type 
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of  work  for  which  they  are  otherwise  qualified. 
More  severe  diabetics  who  require  insulin 
and  a regulated  diet  are  acceptable  for  ap- 
pointment to  many  positions  including  ardu- 
ous-duty positions  provided  medical  evidence 
shows  the  condition  is  under  control.  When 
medical  evidence  is  furnished  to  show  the 
condition  is  properly  controlled,  the  Com- 
mission will  accept  the  individual’s  applica- 
tion for  consideration  for  positions  which  do 
not  require  work  at  heights  or  around  danger- 
ous power-driven  machinery,  work  involving 
the  operation  of  motor  vehicles  as  a regular 
duty  or  work  in  any  other  environmental 
situations  which  would  render  the  applicant 
a hazard  to  himself  or  others  in  the  event  he 
experienced  a lapse  of  consciousness  while  on 
duty.  Some  individuals  with  less  severe  and 
properly  controlled  diabetes  are  given  favor- 
able consideration  for  motor  vehicle  operator 
positions,  particularly  those  involving  inci- 
dental driving. 

More  severe  diabetics  who  require  insulin 
and  a regulated  diet  but  who  are  uncoopera- 
tive and/or  poorly  regulated  are  not  recom- 
mended for  federal  employment.  There  is  a 
small  group  of  unstable  diabetics  who  are 
cooperative  and  are  under  adequate  medical 
supervision  but  in  whom  it  is  difficult  to  main- 
tain normal  standards  of  control.  These  in- 
dividuals are  not  denied  employment  if  their 
condition  will  permit  emplojnnent  in  the  posi- 
tion for  which  application  is  made. 
Employment  Criteria 

When  medical  evidence  discloses  a diabetic 
condition  the  employing  agency  is  guided  by 
a federal  medical  officer’s  recommendation. 
This  is  based  upon:  whether  the  condition  is 
under  proper  control;  whether  there  is  a his- 
tory or  existence  of  complications  which  would 
render  the  person  a poor  risk  in  the  job  under 
consideration;  history  of  attacks  of  diabetic 
coma  or  insulin  reactions;  and  whether  the 
individual  receives  regular  periodic  urinalyses 
and  blood  sugar  tests. 

Diabetics  should  work  the  same  hours  on 
a steady  shift  and  not  be  subjected  to  irregu- 
lar heavy  physical  demands  or  irregular  hours 
to  the  extent  that  a controlled  regime  is 
precluded. 

Diabetics  should  carry  cards  or  tags  at  all 


times  identifying  their  condition  and  should  I 

be  under  the  guidance  of  their  clinic  or  per-  I 

sonal  physician  and  should  report  periodically  I 
for  physical  examination  and  medical  evalua- 
tion. 

Diabetics  should  not  be  permitted  to  come 
into  direct  contact  with  patients  who  are 
being  treated  for  tuberculosis,  since  evidence 
indicates  they  are  prone  to  develop  the  dis- 
ease. 

Diabetes  mellitus  is  one  of  the  conditions 
which  appointing  officers  and  Boards  of  U.S. 
Civil  Service  Examiners  have  been  advised 
MUST  be  referred  to  the  opinion  of  a federal  ' 
medical  officer.  It  is  recommended,  in  the  i 
placement  of  diabetics,  that  where  practicable,  • 
they  should  be  checked  by  a federal  medical  i 
officer  at  least  once  a year  to  determine  if  ' 
control  is  continued.  < 

Each  individual  case  must  be  acted  upon  ^ 
on  the  basis  of  complete  information  concern- 
ing that  individual.  The  medical  certificate 
is  never  considered  adequate  evidence.  CSC 
Form  347  is  used  to  request  the  individual  to 
secure  a statement  from  his  private  physician. 
CSC  Form  3684  is  the  form  on  which  the  psy-  j 
sician  records  the  medical  information  re-  j 
quired  for  the  determination.  | 

Physical  Standards  For  Positions  In  the  | 

Competitive  Service  Establishing  Physical 
Standards 

Physical  standards  are  developed  for 
specific  jobs  and  groups  of  jobs  to  define  the  f 
physical  capacities  required  for  adequate  job  | 
performance  and  are  designed  to  provide  j 
proper  consideration  of  persons  having  physi- 
cal ability  to  perform  the  duties  efficiently  and 
without  hazard  to  themselves  or  others.  ; 

The  standards  for  overseas  employment  in-  j 
elude  consideration  of  environmental  and  ! 
other  factors,  not  normally  pertinent  to 
domestic  employment,  which  can  reasonably  ' 
be  expected  to  have  an  influence,  immediate 
cr  potential  on  health  or  performance.  Among 
these  factors  are  the  climate  of  the  area  to 
which  assigned,  food  conditions,  availability 
of  medical,  dental  and  surgical  services,  facili- 
ties for  prosthetic  appliance  replacements,  and 
the  ability  of  the  individual  to  adjust  himself 
to  new  environment.  Because  of  these  factors 
physical  standards  for  overseas  positions  may  ■: 
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be  found,  in  some  instances  to  be  slightly 
higher  than  the  physical  standards  for  posi- 
tions within  the  continental  limits  of  the 
United  States.  The  Commission  in  develop- 
ing physical  standards  normally  consults  em- 
ploying agencies  and  studies  the  positions 
involved  in  order  to  determine  the  minimal 
physical  capacites  necessary  for  proper  job 
performance. 

Published  Standards 

Physical  standards  are  ordinarily  in  the 
physical-ability  paragraph  of  the  examination 
announcement  in  language  which  states  in  a 
positive  manner  the  physical  capacities  that 
are  necessary  to  perform  the  duties  of  the 
position  involved.  The  physical  ability  para- 
graph lists  disqualifying  physical  defects  only 
in  rare  cases  where  the  duties  of  the  position 
involved  require  specific  physical  capacities 
and  then  only  by  special  agreement  between 
the  Commission  and  the  agency  invoved. 
Since  the  published  standards  ordinarily  do 
not  refer  to  the  specific  disease  or  physical 
condition.  Instructions  for  Review  of  Cer- 
tificate or  Medical  Examination,  Standard 
Form  78,  Appendix  B of  the  Federal  Personnel 
Manual  should  be  used  to  supplement  the 
published  standards. 

In  the  absence  of  a specific  agreement  with 
the  Commission  that  no  waivers  of  physical 
requirements  will  be  made  for  a specific  posi- 
tion, an  appointing  officer  may  waive  the 
Commission’s  published  standards  (provided 
that  in  the  opinion  of  a federal  medical  officer 
the  individual  can  perform  the  duties  of  the 
position  efficiently  and  without  hazard  to 
himself,  fellow  employees  or  others)  in  the 
following  cases; 

(1)  Any  physically  impaired  person  en- 
titled to  veteran  preference  under  the 
Veterans’  Preference  Act  of  1944. 

(2)  Any  physically  impaired  person  who 
has  demonstrated  his  ability  to  per- 
form the  duties  of  the  position  involved 
(Public  Law  617,  80th  Congress).  As 
used  here,  demonstrated  ability  means 
satisfactory  performance,  despite  the 
same  physical  impairment,  in  a posi- 
tion with  duties  similar  to  those  of  the 
position  under  consideration. 


(3)  Any  physically  impaired  separated 
career  employee  entitled  to  reemploy- 
ment. 

Motor  Vehicle  Operation  Regulations 

Until  recently  the  Commission  has  held 
that  individuals  with  diabetes  mellitus  should 
not  be  employed  as  motor  vehicle  operators. 
It  is  now  believed  that  some  individuals,  with 
less  severe  and  properly  controlled  diabetes, 
should  receive  consideration  for  operator  posi- 
tions, particularly  those  involving  incidental 
driving. 

When  medical  evidence  discloses  a diabetic 
condition,  agencies  should  be  guided  by  a 
federal  medical  officer’s  recommendation.  This 
should  be  based  upon  the  following  factors: 
Whether  the  condition  is  under  proper  control, 
whether  there  is  a history  or  existence  of 
complications  which  would  render  the  person 
a poor  risk,  attacks  of  coma  or  insulin  reac- 
tions, periodic  urinalysis  and  blood  sugar 
tests.  In  order  to  obtain  such  information, 
agencies  may  use  a report  form  similar  to  the 
Commission’s  Form  3684,  Medical  Report  for 
Diabetes  Mellitus. 

Physical  standards  pertaining  to  diabetes 
mellitus  apply  to  overseas  as  well  as  to  con- 
tinental United  States  appointments. 

Individuals  who  use  insulin  are  acceptable 
for  certain  types  of  employment  providing  the 
condition  is  under  adequate  control  and  the 
applicant  has  been  well  instructed  in  the  care 
of  himself,  and  providing,  further,  that  the 
working  conditions  are  favorable  and,  par- 
ticularly in  the  case  of  overseas  duty,  that 
insulin  is  readily  obtainable. 

Diabetics  who  use  insulin  are  not  recom- 
mended for  employment  in  positions  where 
sudden  loss  of  consciousness  might  endanger 
the  individual  or  those  about  him,  such  as 
the  full-time  operation  of  motor  vehicles, 
working  around  dangerous  moving  machinery 
with  exposure  to  possible  harm  or  injury,  or 
working  above  ground  or  floor  levels.  Em- 
ployment in  positions  which  require  heav}' 
physical  demands  or  irregular  hours  preclud- 
ing a control  regime  is  not  recommended. 

Individuals  with  less  severe  and  properly 
controlled  diabetes  may  be  permitted  to  op- 
erate a motor  vehicle  as  an  incidental  part 
of  their  duties. 
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The  American  Academy  of  General  Practice 
had  its  birth  in  San  Francisco  in  July,  1946. 
Seventeen  men  got  together  and  began  the 
task  of  forming  committees,  contacting  other 
doctors  and  drawing  up  a Constitution  and 
By-Laws  as  well  as  objectives.  The  first 
formal  meeting  was  in  Atlantic  City,  June, 
1947  during  the  A.M.A.  convention. 

There  were  5 basic  purposes  in  the  founding 
of  the  Academy: 

“1.  To  promote  and  maintain  high  stand- 
ards of  the  general  practice  of  medicine  and 
surgery. 

2.  To  encourage  and  assist  young  men  and 
women  in  preparing,  qualifying,  and  estab- 
lishing themselves  in  general  practice. 

3.  To  protect  the  right  of  the  general  prac- 
titioner to  engage  in  medical  and  surgical 
procedures  for  which  he  is  qualified  by  train- 
ing and  experience. 

4.  To  assist  in  providing  post  graduate 
study  courses  for  general  practitioners,  and  to 
encourage  and  assist  practicing  physicians 
and  surgeons  in  participating  in  such  training. 

5.  To  advance  medical  science  and  private 
public  health.” 

At  present  one  of  the  important  new  pro- 
grams of  the  Academy  is  beginning  to  more 
definitely  carry  out  purpose  No.  2,  (above). 

Actually  Project  MORE  is  the  beginning 
of  what  we  hope  will  be  a nation-wide  ap- 
proach to  stimulating  interest  in  medicine  at 
the  high  school  level. 

M.  Medicine’s 

O.  Organized 
R.  Recruiting 
E.  Endeavor 

In  1961,  the  month  of  November  was  desig- 
nated as  “M.D.  Career  Month”  in  Bingham- 
ton, N.Y.  and  Omaha,  Neb.  In  these  com- 
munities doctors  (members  of  A.A.G.P.) 
worked  together  to  set  up  a task  force  pro- 
gram to  take  to  the  high  school  juniors  and 
seniors  a program  of  the  latest  information 
on  medical  scholarship  academic  requirements 
and  other  tangible  matters  of  immediate 
interest.  The  interested  students  were  joined 


together  in  Ars  Medica  Clubs  where  the  doc- 
tors meet  with  the  students  to  (1)  discuss 
medicine  of  the  past,  present,  and  the  future; 

(2)  to  consider  all  the  general  concepts  of 
medical  education  and  its  requirements  and 
to  (3)  plan  tours  of  hospital  facilities.  Also 
included  for  those  really  interested  and  show- 
ing aptitude  on  testing  by  oral  exams  and 
essays,  was  a one  day  “preceptorship  plans” 
where  the  student  went  with  a doctor  thru 
hospital  rounds,  office  hours,  house  calls  and 
shared  meals  and  the  evening  with  the  doc- 
tor and  his  family. 

Two  scholarships  were  granted  which  will 
be  held  in  trust  for  the  winner  and  paid  at 
time  of  matriculation  in  an  accredited  medical 
school.  Competition  was  based  on  6 criteria: 

1.  Full  participation  in  Ars  Medica 

2.  Participating  in  Student  Preceptorship 

3.  Appraisal  by  “preceptor” 

4.  Essay  on  medicine  as  a career 

5.  Objective  examination  (college  entrance 
supplied  and  graded  by  the  U.  of  Mo. 

6.  Oral  examination  of  top  5 candidates 
by  examining  board  of  physicians  not 
otherwise  connected  with  the  project. 

These  few  basic  facts  point  to  increasing 
interest  not  only  in  medicine  as  a career  but 
also  to  general  practice.  This  type  of  pro-  , 
gram  allows  the  high  school  student  to  ac- 
tively participate  in  contact  with  patients, 
hospitals  and  laboratory  work  as  well  as  the 
home  life  of  the  general  practitioner.  He  can 
see  for  himself  what  this  type  of  practice  is 
like  and  can  feel  the  stimulus  of  a day’s  work. 
This  is  preferable  to  hearing  glowing  details 
or  seeing  pictures  which  are  usually  posed. 

The  grass  roots  of  any  profession  has  its 
own  inimitable  message  day  by  day,  which 
will  be  seen,  felt  or  heard  only  in  active  par- 
ticipation. Medicine  needs  more  physicians, 
but  until  we  as  practitioners  open  the  door 
for  the  flledgling,  how  can  we  hope  to  have 
him  appreciate  what  the  practice  of  medicine 
offers  in  all  its  facets? 

Marjorie  E.  Conrad,  President 
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There  are  approximately  5000  undiscovered 
diabetics  in  the  State  of  Delaware.  This 
astounding  fact  should  make  us  as  physicians 
sit  up,  take  notice,  and  do  something. 

The  Delaware  Diabetes  Association  con- 
sists of  a group  of  physicians  and  laymen 
who  are  interested  in  diabetes.  The  aims  of 
this  organization  are: 

1.  Professional  education 

2.  Patient  education 

3.  Public  education  and  case  finding 

4.  Research 

Since  incorporation  in  1958,  the  detection 
and  education  campaign  has  increased  in 
intensity  and  significance  each  year.  In 
1961,  6206  examinations  were  performed  with 
the  sponsorship  of  the  Lay  Society,  an  ac- 
tive group  within  the  framework  of  the  Del- 
aware Diabetes  Association.  Other  organi- 
zations cooperated  including  Delaware  Nurs- 
ing Association,  Delaware  State  Pharmaceu- 
tical Society,  and  the  State  Board  of  Health. 
Schools,  hospitals,  medical  technicians,  in- 
dustry, and  labor  have  been  willing  to  co- 
operate in  the  program.  All  aims  of  the 
Society  are  on  a daily  basis  throughout  the 
year  but  the  full  impetus  of  this  program  is 
brought  forth  during  Diabetes  Detection 
Week  in  November. 

In  1961  there  were  127  probable  positive 
tests  but  only  29  of  these  turned  out  to  be 
newly  diagnosed  cases  of  diabetes.  This  was 
only  0.46%  which  is  below  the  expected  rate. 
It  is  the  opinion  of  many  that  the  screening 
blood  sugar  level  should  be  lowered  from  160 
to  130  mg.  in  the  multiple  unit  (Clinitron) 
used  for  capillary  testing  by  the  Diabetes 
Association  and  the  Board  of  Health.  The 
Michigan  Diabetes  Association  uses  the  lat- 
ter level  and  the  percentage  of  new  diabetics 
discovered  by  them  parallels  the  estimated 
percentage. 


All  screening  examinations,  urine  and  blood, 
should  be  made  one  or  two  hours  after  a full 
meal.  By  using  this  improved  technique  and 
the  130  mg.  borderline,  a percentage  factor 
of  1.2  to  1.5%  new  cases  will  quite  likely  be 
obtained  and  this  would  approach  the  esti- 
mated number  of  undiscovered  diabetics  in 
the  United  States  (1.5  to  2,000,000). 

Pregnancy  is  a natural  tolerance  test  for 
the  discovery  of  diabetes.  All  pregnant 
women  would  do  well  to  be  tested  and  espe- 
cially those  who  have  delivered  large  babies 
in  the  past  or  those  who  have  a family  history 
of  diabetes.  The  discovery  of  a positive  urin- 
ary sugar  during  the  pre-natal  period  should 
not  be  dismissed  as  an  insignificant  finding 
but  should  immediately  call  for  a thorough 
investigation. 

The  physician  is  a leader  in  the  community 
and  in  this  movement  toward  diabetic  detec- 
tion, his  recommendation  to  the  patients  is 
extremely  valuable.  Relatives  of  diabetic  pa- 
tients should  all  be  examined  for  diabetes 
because  it  is  in  this  group  where  the  greatest 
percentage  of  undiscovered  cases  is  found. 
Diabetes  follows  the  Mendelian  recessive  gene 
pattern. 

Testing  materials  are  readily  available  to 
physicians  or  ancillary  personnel  who  are 
willing  to  participate  in  the  drive.  Delivery 
will  be  made  to  any  office  in  the  area  by 
calling  OL  4-7565. 

The  date  of  this  drive  in  1962  is  from  No- 
vember 11  to  November  17,  during  which 
time  blood  testing  stations  will  be  set  up  in 
hospitals,  department  stores  and  other  public 
places  which  will  be  listed  in  the  public  press. 
Urine  testing  stations  will  be  in  every  doc- 
tor’s office,  hospitals,  pharmacies,  schools,  and 
many  other  places  through  the  State. 

This  stimulating  < challenge  has  been  put 
directly  on  our  doorstep.  We,  as  physicians, 
cannot  under  any  circumstances  ignore  it. 
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New  Drug  Criticized,  in  some  respects  by  both  physicians  and  pharmacies,  drug 

Sampling  Method  sampling  will  be  tested  by  a new  method.  Scriptstarter,  a project  of  the 

Ames  Co.,  introduces  a pre-printed  prescription  replacing  the  usual  drug 
sample.  The  physician  writes  the  patient’s  name  and  directions  on  the 
prescription  form  and  the  patient  takes  it  to  his  pharmacist  for  filling, 
at  no  charge.  The  pharmacist  is  reimbursed  by  the  Ames  Co.  The 
Scriptstarter  may  virtually  eliminate  the  dangers  resulting  from  diversion 
of  physician  samples  into  the  hands  of  unauthorized  repackagers,  which 
the  FDA  believes  has  become  a national  regulatory  problem.  Physicians 
will  no  longer  be  faced  with  the  problem  of  storing  and  handling  samples; 
patients  will  receive  a fresh  drug  from  their  pharmacies;  the  pharmacists 
will  not  lose  a sale  and  the  patient  can  still  be  given  a free  trial  supply. 


Warning 


Resolution 


Personal 

Glimpses 


While  acknowledging  the  usefulness  of  the  closed  chest  method  as  a 
temporary  medical  procedure  in  certain  cases  of  stoppage  or  disruption 
of  heart  beat,  the  Industrial  Medical  Association,  the  American  Heart 
Association  and  the  American  Red  Cross,  stress  the  importance  of  its  ap- 
plication only  in  the  hands  of  carefully  trained  personnel.  The  use  of 
this  method  in  untrained  hands  has  been  responsible  for  a variety  of 
injuries  to  patients.  It  is  urged  that  emphasis  be  placed  on  training 
physicians,  nurses  and  qualified  emergency  rescue  personnel  to  make  this 
procedure  more  widely  available. 

Sufficient  evidence  has  been  accumulated  linking  cigarette  smoking 
with  various  pulmonary  and  cardio-vascular  conditions  to  warrant  the 
issuing  of  an  official  statement  by  the  Board  of  Regents  of  the  American 
College  of  Chest  Physicians.  They  urge  college  members  and  the  medical 
profession  in  general  to  intensify  an  educational  campaign  directed  toward 
the  public,  and  youth  in  particular,  relative  to  the  hazards  of  smoking. 
The  resolution  states  that  scientific  evidence  indicates  an  associaton 
relationship  of  cgarette  smokng  and  the  inhalation  of  other  atmospheric 
pollutants,  which  strongly  suggests  a causal  connection  with  chronic 
bronchitis,  pulmonary  emphysema,  cor  pulmonale,  cardio-vascular  dis- 
ea.ses  and  cancer  of  the  lung. 

Elvyn  T.  Scott,  Medical  Technician,  Delaware  Hospital,  received  the 
Honorary  Degree,  Master  of  Science  from  the  University  of  Delaware 
last  month  . . . George  N.  Eriksen,  Jr.,  M.D.,  has  been  appointed  part- 
time  medical  director  for  the  Youth  Services  Commission,  Wilmington 
. . . Elizabeth  M.  Ogden,  director  of  nursing  for  the  Bucks  County  Depart- 
ment of  Health,  has  been  named  director  of  the  division  of  public  nursing 
of  Delaware  Board  of  Health  . . . Richard  C.  Hayden,  M.D.,  addressed 
the  American  College  of  Obstetricians  and  Gynecologists  on  Not  Always 
a Caesarian  and  presided  over  the  General  Session  of  District  3 . . . 
Caleb  H.  Smith,  M.D.,  presented  the  topic  Pruritus  Ani  in  the  post- 
graduate course  on  Gastrointestinal  Disease  given  in  October  at  the  1962 
Clinical  Congress  of  the  American  College  of  Surgeons  ...  At  the  Chicago 
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meeting  of  the  American  Diabetes  Association,  Lewis  B.  Flinn,  M.D., 
Governor  for  Delaware,  received  the  honor  of  election  to  the  National 
Council;  Edward  M.  Bohan,  M.D.,  presented  a paper  on  “Diabetic  Detec- 
tion in  Delaware  from  1958  to  1962  . . . Officers  of  the  Delaware  Diabetes 
Association  for  1963  are:  Herbert  M.  Baganz,  M.D.,  president;  Ward 
W.  Briggs,  M.D.,  Vice  president;  Leroy  R.  Kimble,  M.D.,  treasurer  and 
Marvin  H.  Dorph,  M.D.,  secretary  . . . 

The  Franciscan  Missionary  Sisters  for  Africa  are  asking  your  help  to 
defray  expenses  in  buying  a lighting  plant  for  their  new  70  bed  general 
hospital.  “St.  Joseph’s  Hospital  is  situated  40  miles  from  the  nearest 
town  with  no  electricity  within  the  area.  The  present  plant  is  unable 
to  take  the  added  load.  We  ask  your  help  to  raise  the  cost  of  $1500,  as 
light  is  most  essential  for  hospital  work.  Please  help  us  and  God  will 
surely  reward  your  generosity.  God  BlessYou.”  The  Medical  Society 
will  forward  any  contributions  for  this  worthwhile  project. 

• An  invitation  has  been  issued  to  an  American  doctor  to  visit  Russia 
for  exchange  of  space  medicine  data.  The  unprecedented  invitation  to 
Bernard  M.  Wagner,  M.D.,  New  York  Medical  College,  will  include  an 
opportunity  to  discuss  the  dual  flight  of  two  Russian  cosmonauts,  and 
represents  the  apparent  change  in  Russia’s  attitude  about  sharing  her 
space  secrets. 

• The  objectives  and  program  of  the  AMA  Committee  on  Nursing  . . . 
“to  foster  a collaborative  relationship  between  medicine  and  nursing 
and  to  protect  an  enduring  alliance  of  understanding  and  cooperation 
between  these  two  major  health  professions  . . .”  has  been  reported  in  the 
J.A.M.A.,  August  4,  1962,  Vol.  181,  pp.  430. 

• Medical  schools,  rather  than  hospitals,  should  have  the  major  responsi- 
bility for  intern  and  resident  training,  according  to  Russell  A.  Nelson, 
M.D.,  Director  of  Johns  Hopkins  Hospital.  He  urges  that  the  responsi- 
bility be  transferred  in  much  the  same  way  “that  undergraduate  medical 
education  was  brought  under  the  universities  in  the  early  part  of  the 
century.” 

• In  the  first  eight  months  of  the  year,  cases  of  measles  and  encephalitis 
we)-e  up;  total  number  of  polio  cases,  typhoid  fever  and  hepatitis  were 
down.  U.  S.  Public  Health  Service  Report. 

• Delaware  ranks  fifth  among  the  states  in  the  number  of  the  rehabili- 
tations per  100,000  with  119,  again.st  a national  average  of  55.  West 
Virginia  ranked  first,  Georgia  second,  Arkansas  third,  and  North  Carolina 
fourth.  Pennsylvania  led  all  states  in  gross  numbers,  with  9,311  re- 
habilitations and  a 44%  increase  over  the  previous  year. 

• Signs  of  a dietary  difficiency  in  the  aged  may  be  due  to  a decreased 
secretion  of  gastric  hydrochloric  acid  and  digestive  juices  in  general; 
thus  digestion  and  absorption  of  necessary  nutrients  may  not  reach  their 
peaks  in  many  elderly  people.  Because  low  stores  of  fat  soluable  vitamins 
are  not  uncommon — because  of  voluntary  abstention  from  fats,  poor 
intestinal  absorption,  or  lack  of  demand  reflex  for  j^pduction  of  digestive 
enzymes — the  patient  is  unable  to  metabolize  food  or  to  utilize  the 
vitamins  taken  in  and  a vicious  cycle  is  established. 
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Joseph  E.  Belgrade,  M.D.,  Jefferson  Medical  College, 
’53,  was  born  in  Wheeling,  W.Va.  Delaware  license: 
1961;  Specialty:  General  Surgery.  Dr.  Belgrade’s  out- 
side interest  lies  in  music,  particularly  the  piano,  which 
he  is  still  studying.  There  are  two  children — a boy  and 
a girl.  Office:  1303  Delaware  Avenue. 
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Churchill  C.  Franklin,  M.D.,  Hahnemann  Medical  Col-  ‘ 
lege,  ’56.  was  born  in  Trenton,  N.J.  and  obtained  his 
Delaware  license  in  1960.  Specialty:  General  Practice; 
Office:  Hillside  and  Dallam  Roads,  Newark.  Dr.  Frank- 
lin is  an  outdoor  man,  has  three  children  and  likes  to 
spend  all  the  time  possible  with  his  family.  ? 


Warren  R.  Johnson,  M.D.,  Yale  Medical  School,  ’57, 
was  born  in  Lynn,  Mass.  Delaware  license:  1961; 
Specialty:  Pediatrics.  Dr.  Johnson  plays  basketball 
in  two  Wilmington  leagues  in  the  winter,  has  two  chil- 
dren, and  is  part-time  Director  of  Pediatric  Education 
at  Delaware  Hospital.  Office:  1100  N.  Broom  Street. 


Gustave  K.  Berger,  M.D.,  Catholic  University  of  Lou- 
vain, Belgium,  ’57,  is  a native  New  Yorker.  Delaware 
license:  1961;  Specialty:  Internal  Medicine.  Dr.  Berger 
likes  swimming,  particularly  skin  diving,  which  he  did 
in  the  Mediterranean.  There  are  three  children,  plus 
one  on  the  horizon!  Office:  2055  Limestone  Road. 
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The  Medical  Society  of  Delaware  owes  a debt  of  appreciation 
to  Dr.  Sylvester  W.  Rennie,  the  immediate  past  president,  for 
the  leadership  and  good  judgement  that  he  displayed  during  his 
term  of  office. 

The  Committees  who  worked  untiringly  on  the  vexing  prob- 
lems of  legislation  that  affected  the  practice  of  Medicine  are, 
likewise,  deserving  of  our  sincere  thanks. 

During  the  coming  year  the  Society  will  have  to  meet  another 
major  problem,  that  is,  the  development  of  equitable  fee  schedules 
for  pre-payment  insurance  plans,  and  methods  that  may  be 
developed  that  will  be  satisfactory  to  the  physician  and  subscriber. 
Since  this  is  a matter  which  affects  the  entire  membership  of 
the  Society,  we  ask  for  your  cooperation  and  help.  Feel  free 
to  offer  proposals  to  the  committee  for  their  consideration. 
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PRESIDENT’S  ANNUAL  REPORT 
1961-1962 

Keeping  ever  in  mind  that  our  objective  is 
to  be  of  service  to  the  medical  profession, 
the  auxiliary  has  attempted  to  carry  out  the 
program  suggestions  received  from  both  the 
national  and  state  sponsoring  bodies.  An- 
other of  our  objectives  has  been  to  co-ordinate 
and  advise  concerning  the  activities  of  our 
component  auxiliaries. 

Delaware,  a small  state  compared  with 
other  states  in  the  nation  can  be  proud  of 
the  personal  spirit  of  friendliness  and  coopera- 
tion that  exists  between  all  members.  The 
attitude  of  component  auxiliaries,  their  co- 
operation on  important  projects,  and  the  at- 
tendance at  state  meetings  have  all  been 
excellent. 

The  president’s  report  is  actually  based  on 
the  accomplishments  of  the  county  auxiliaries 
and  on  the  activities  of  all  committee  chair- 
men. The  annual  reports  of  each  county 
president  have  recently  been  published  under 
‘‘Auxiliary  Affairs,”  a page  for  auxiliary  news, 
provided  each  month  in  the  Delaware  Medical 
Journal.  As  a summary,  your  president  offers 
a brief  review  of  the  activities  of  the  current 
year. 

As  of  June  28,  1962,  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  Delaware  had  a 
total  membership  of  285  members. 

Emphasis  in  auxiliary  work  this  year  has 
been  placed  on  legislation,  American  Medical 
Association  Education  and  Research  Founda- 
tion, program  and  community  service. 

Dr.  William  O.  LaMotte,  Jr.,  of  Wilming- 
ton, a member  of  the  Council  on  Legislative 
Activities  to  the  American  Medical  Associa- 
tion, and  Mr.  Lawrence  C.  Morris,  Jr.,  Execu- 
tive Secretary  to  the  Medical  Society  of  Del- 
aware, met  with  county  auxiliary  members 
and  with  small  groups  to  discuss  proposed 
federal  legislation.  All  counties  actively  par- 
ticipated in  “Operation  Coffee  Cup.”  Numer- 


ous letters  and  telegrams  were  sent  to  our 
congressmen  opposing  the  social  security  ap- 
proach to  medical  care  for  the  aged. 

A sizeable  increase  has  been  noted  in  con- 
tributions to  AMA-ERF.  As  of  June  28, 
1962,  the  total  amount  contributed  was  $1,- 
745.81.  Applied  to  this  was  the  $153.82,  net 
profit,  realized  by  the  Auxiliary-staffed  snack 
shop  at  the  Health  Fair.  This  figure  repre- 
sents a per  capita  amount  in  excess  of  $6.00 
per  member.  It  also  represents  a 111%  in- 
crease over  the  previous  year. 

The  auxiliary  has  adopted  two  additional 
goals.  A newly  established  member-informa- 
tion file  is  being  compiled  and  a “continuity 
conference”  has  been  established  to  bridge 
the  gap  between  changes  in  office,  both  at  the 
state  and  county  levels,  particularly  in  the 
field  of  program  planning. 

Our  Health  Careers  program  has  been  ex- 
pertly guided  for  five  consecutive  years  by 
the  same  individual  whose  contacts,  initiative 
and  enthusiasm  have  made  this  project  most 
effective.  The  Health  Careers  committee 
screened  a total  of  38  applicants,  of  these,  22 
applicants  were  given  Grants-in-Aid  amount- 
ing to  $5,650.00.  Funds  raised  for  this  re- 
cruitment program  totalled  $934.00. 

Auxiliary  records  are  kept  up  to  date  by 
our  expertly  staffed  committees  on  Bulletin 
subscriptions.  Revisions,  Safety  and  Civil 
Defense. 

With  the  counsel  and  support  of  our  ad- 
visory committee,  parent  organization  and 
State  Society  office,  all  auxiliary  members 
have  worked  together  to  promote  the  high 
aims  and  ideals  of  the  American  Medical 
Association  and  the  Medical  Society  of  Del- 
aware. 

It  has  been  a privilege  and  a pleasure  to 
present  this  annual  report.  Much  has  been 
accomplished.  Much  remains  to  be  done. 

Mrs.  Joseph  V.  Casella,  President 
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THE  HOME  CARE  SERVICE 
At  Delaware  State  Hospital 

* The  role  of  Home  Care  Service  in  the  rehabilitation 
of  mentally  ill  and  seriously  emotionally  disturbed 
persons  merits  continued  study  and  support  to  help  as 
many  persons  as  possible  continue  to  function  produc- 
tively in  the  community  and  to  facilitate  the  early 


return  of  those  who  may 
a period. 


Beginning  Of  The  Home  Care  Service 

In  February  1956,  a special  Home  Care 
Service  was  established  at  the  Delaware  State 
Hospital  for  patients  who  had  responded  well 
to  drug  therapy  and  pschotherapeutic  ap- 
proaches of  various  types  in  residence  and 
seemed  able  to  function  satisfactorily  in  the 
community  if  medication  was  continued.  Orig- 
inally the  program  was  a part  of  the  research 
program  at  the  Hospital.  It  was  supervised  by 
the  Clinical  Director,  who  was  also  the  Direc- 
tor of  Research.  A nurse,  who  had  received 
special  training  for  this  purpose,  assisted  in 
evaluating  the  physical  and  mental  condition 
of  the  patients  receiving  drug  therapy  outside 
the  hospital.  The  nurse  visited  the  patients 
in  their  homes.  She  thus  had  the  opportunity 
of  assisting  the  families  to  understand  the 
special  needs  of  the  patients.  The  home  visits 
also  gave  to  a member  of  the  hospital  staff 
first  hand  knowledge  of  the  extra-mural  con- 
ditions in  which  the  patients  were  involved  in 
their  efforts  to  readjust  to  the  community. 
Later  a second  nurse  and  a secretary  were 
added  to  the  program.  Appointments  were 


Dr,  Tarumianz  is  State  Psychiatrist  and  Director  of  Mental 
Hygiene  Clinics  of  Delaware,  Farnhurst.  Delaware. 


need  residential  care  for 


M.  A.  Tarumianz,  M.D. 

arranged  for  the  patients  to  be  examined  at 
the  hospital  by  the  Clinical  Director  or  an- 
other physician  at  intervals  of  one  or  two 
months. 

Ninety-nine  patients  were  accepted  for  the 
Home  Care  Drug  Therapy  Service  during  the 
first  year.  Nearly  half  of  this  number  (49 
patients  or  48.5  per  cent)  had  been  given  the 
diagnosis  Schizophrenic  Reaction. . The  diag- 
nosis which  appeared  second  in  frequency  was 
Involutional  Psychosis,  which  had  been  given 
to  19  patients  (19  per  cent).  Other  diagnoses 
included  Paranoid  State  (7  patients).  Manic 
Depressive  Psychosis  (6  patients).  Chronic 
Brain  Syndrome  associated  with  alcohol  ad- 
diction (4  patients).  Psychoneurotic  Reaction 
(4  patients).  Chronic  Brain  Syndrome  associ- 
ated with  causes  other  than  alcoholism  (3 
patients),  all  other  types  of  mental  illness 
(7  patients).  All  99  of  the  patients  in  the 
original  group  received  psychotropic  drugs. 
Sixteen  were  administered  other  medications 
while  in  the  Home  Care  Program.  All  but 
three  of  the  99  patients  were  given  Thorazine 
(chlorpromazine).  Other  medication  pre- 
scribed for  the  patient  included  Stelazine, 
Trilafon,  and  Compazine.  Several  received 
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Kemadrin  to  control  Parkinsonian-like  ef- 
fects of  the  Thorazine.  Of  these  99  patients 
three  were  put  on  individual  psychotherapy. 

During  1956,  31  patients  (31  per  cent)  of 
the  99  were  discontinued  from  the  Service. 
Of  this  number  16  (16  per  cent)  were  returned 
to  the  hospital  for  further  residential  treat- 
ment. Six  other  patients  were  discontinued 
as  they  were  uncooperative.  Nine  were  dis- 
continued because  they  were  recovered  or 
improved  sufficiently  not  to  need  continued 
drug  therapy.  Fourteen  of  the  patients  dis- 
continued had  received  treatment  under  the 
program  less  than  three  months.  Nine  others 
were  discontinued  within  six  months  and  eight 
others  within  one  year. 

The  Second  Year  Of  The  Home  Care  Service 

During  1957,  95  patients  were  accepted  for 
Home  Care  Drug  Therapy.  Of  this  number 
54  (approximately  57  per  cent)  had  been  diag- 
nosed as  Schizophrenic  Reaction. . Ten  pa- 
tients (10.5  per  cent)  were  diagnosed  as  Manic 
Depressive  Reaction  and  10  others  as  Involu- 
tional Psychotic  Reaction. . Seven  had  the 
diagnosis  Chronic  Brain  Syndrome  associated 
with  alcohol  addiction,  six  Psychoneurotic 
Reaction,  and  four  Paranoid  State..  Two 
others  were  diagnosed  as  Chronic  Brain  Syn- 
drome associated  with  causes  other  than  al- 
coholism.. The  category  all  other  types  of 
mental  illness  included  two  patients 

Practically  all  of  the  95  patients  accepted 
for  the  program  during  the  second  year  re- 
ceived psychotropic  drugs.  Only  two  patients 
did  not.  Fourteen  received  other  drugs,  one 
of  this  number  being  administered  placebos 
only.  The  medications  prescribed  during  1957 
included  Thorazine,  Stelazihe,  Compazine, 
Tofranil,  Suavitil,  Librium,  and  Kemadrin. 
Five  of  the  patients  who  were  started  on  the 
Home  Care  Service  in  1957  were  scheduled 
for  individual  psychotherapy. 

Of  the  patients  accepted  for  Home  Care 
Service  in  1957,  23  were  discontinued  during 
the  year.  Also  40  patients  were  discontinued 
who  had  been  accepted  in  1956."  Thus  in 
1957  there  were  63  patients  discontinued  from 
the  program.  Of  the  total  number  who  were 
terminated  from  the  program  during  1957, 


37  (approximately  39  per  cent)  were  recovered 
or  improved.  Nineteen  (30  per  cent)  returned 
to  the  hospital  for  further  intramural  treat- 
ment, 14  of  these  being  patients  who  left  the 
Hospital  under  the  Home  Care  Service  in 
1956.  Seven  were  discontinued  because  they 
were  uncooperative.  , 

Of  the  total  number  of  patients  discontinued 
in  1957,  14  (22  per  cent)  had  received  this 
service  less  than  three  months,  16  (approxi- 
mately 25  per  cent)  less  than  six  months,  21 
(33  per  cent)  less  than  one  year.  Twelve 
patients  (19  per  cent)  were  treated  less  than 
two  years. 

Home  Care  Service  In  1958 

Eighty-eight  patients  were  accepted  for 
treatment  in  the  Home  Care  Service  Program 
in  1958.  Of  this  number  50  (approximately 
57  per  cent)  had  been  given  the  diagnosis 
Schizophrenic  Reaction. . The  second  largest 
diagnostic  category  in  this  group  was  Manic 
Depressive  Reaction,  18  patients  (20  per  cent) 
being  so  diagnosed.  Six  patients  had  the 
diagnosis  Psychoneurotic  Reaction,  4 Paranoid 
State,  3 each  Involutional  Psychotic  Reaction 
and  Chronic  Brain  Syndrome  associated  with 
causes  other  than  alcoholism. . The  diagnoses 
of  4 patients  were  included  in  the  category, 
all  other  types  of  mental  illness. 

All  88  patients  received  psychotropic  drugs, 
principally  Compazine,  Thorazine,  Tofranil, 
and  Stelazine.  Vesperin,  Trilafon,  Impramine, 
Deaner,  Kemadrin,  and  placebos  also  were 
administered.  Twelve  received  other  drugs  in 
addition  to  psychotropic  medications. 

During  1958,  92  patients  were  discontinued 
from  the  Home  Care  Service.  Of  this  number 
25  (approximately  27  per  cent)  were  returned 
to  the  Hospital.  Twelve  of  those  returned 
for  further  residential  care  had  been  accepted 
for  Home  Care  Service  in  1958.  Of  the  total 
number  discontinued  during  the  year  49  pa- 
tients (approximately  53  per  cent)  were  im- 
proved or  recovered.  Fifteen  were  discon- 
tinued because  they  were  uncooperative.  Three 
patients  died  during  the  year.  These  deaths 
were  not  attributable  to  the  psychotropic 
medication.  Two  patients  received  individual 
psychotherapy  in  addition  to  drug  therapy. 
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Of  the  92  patients  whose  treatment  under 
the  Home  Care  Service  was  discontinued  in 
1958,  31  (approximately  34  per  cent)  received 
this  service  less  than  three  months.  Fifteen 
others  (16  per  cent)  had  been  treated  by 
drug  therapy  outside  the  Hospital  for  less 
than  six  months,  while  24  (26  per  cent)  were 
discontinued  before  they  had  been  in  the 
program  one  year.  Eighteen  patients  (ap- 
proximately 19  per  cent)  had  received  Home 
Care  treatment  more  than  one  year  but  less 
than  two  years.  Only  a small  number — 4 (4 
per  cent)  had  been  under  Home  Care  treat- 
ment for  more  than  two  years. 

The  Home  Care  Service  In  1959 

There  were  89  patients  accepted  for  Home 
Care  treatment  in  1959.  The  diagnosis  of  38 
(approximately  43  per  cent)  of  those  accepted 
was  Schizophrenic  Reaction.  An  additional 
24  patients  (approximately  27  per  cent)  had 
been  diagnosed  as  Manic  Depressive  Reaction. 
Nine  other  had  the  diagnosis  Involutional 
Psychotic  Reaction. . Other  diagnosis  included 
Psychoneurotic  Reaction— A patients.  Para- 
noid State — 3 patients.  Chronic  Brain  Syn- 
drome associated  with  alcoholism — 2,  Chronic 
Brain  Syndrome  associated  with  causes  other 
than  alcoholism — 2,  Chronic  Brain  Syndrome 
associated  with  convlusive  disorder — 1,  all 
other  types  of  mental  illness — 6. 

The  89  patients  accepted  into  the  Home 
Care  Service  in  1959  received  psychotropic 
drugs.  Seven  received  other  medications  at 
the  same  time.  In  addition  to  the  psychotropic 
drugs  administered  during  the  previous  year, 
Vontil,  Mellaril,  and  Niamid  were  also  pre- 
scribed. Five  of  the  patients  under  the  super- 
vision of  the  Home  Care  Service  received  in- 
dividual psychotherapy  also. 

In  1959,  76  patients  were  discontinued  from 
the  Home  Care  Service.  Twenty  (26  per 
cent)  of  those  whose  treatment  was  discon- 
tinued returned  to  the  Hospital.  The  majority 
of  those  discontinued  in  1959 — 42  (55  per 
cent)  were  improved  or  recovered.  Twelve 
(approximately  16  per  cent)  were  no  longer 
included  in  the  program  because  of  their 
failure  to  cooperate  in  the  treatment  program. 
Two  were  discontinued  for  other  reasons. 


Of  the  76  patients  discontinued  from  Home 
Care  Service  in  1959,  11  (14  per  cent)  had 
received  the  service  less  than  three  months. 
Twenty-two  (approximately  30  per  cent)  had 
been  in  the  program  less  than  six  months,  an 
additional  15  (approximately  20  per  cent) 
more  than  six  months  but  less  than  one  year. 
Twenty-one  (approximately  27  per  cent)  had 
received  Home  Care  Service  less  than  two 
years.  Only  7 patients  (9  per  cent)  of  the 
total  number  discontinued  in  1959  had  been 
in  this  treatment  program  more  than  two 
years. 

The  Fourth  Year  Of  Home  Care  Service  (1960) 

By  1960  the  drug  therapy  program  under 
the  Home  Care  Service,  while  still  under  the 
Research  Division  of  the  Delaware  State  Hos- 
pital, had  become  a well-established  and  valu- 
able part  of  the  rehabilitation  program  for 
convalescent  patients.  During  this  year  178 
patients  were  accepted  for  Home  Care  Service. 
The  largest  number  of  those  accepted — 103 
(58  per  cent)  had  been  given  the  diagnosis 
Schizophrenic  Reaction. . The  diagnostic  cate- 
gory given  to  the  second  highest  number  of 
patients  accepted  for  treatment  under  this 
plan  was  Manic  Depressive  Reaction,  34  pa- 
tients (19  per  cent)  having  been  so  diagnosed. 
Nine  patients  (5  per  cent)  had  been  diagnosed 
as  having  Chronic  Brain  Syndrome  associated 
with  causes  other  than  alcoholism,  an  addi- 
tional nine  as  Paranoid  State. . One  patient 
had  the  diagnosis  Chronic  Brain  Syndrome 
associated  with  alcoholism  and  another  pa- 
tient Psychoneurotic  Reaction.  The  diag- 
noses of  thirteen  patients  were  included  under 
all  other  types  of  mental  illness. 

All  of  the  patients  accepted  for  Home  Care 
Service  in  1960  received  psychotropic  drugs. 
Thorazine  was  the  medication  most  frequently 
administered.  Stelazine,  Tofranil,  and  Com- 
pazine were  the  psychotropic  drugs  ranking 
next  in  frequency  of  use.  Vesperin,  Librium, 
Mellaril,  Nardil,  Niamid,  Trilafon  were  other 
medications  prescribed  for  patients  on  the 
Home  Care  Service  during  1960.  Twenty- 
six  patients  received  medications  other  than 
psychotropic  drugs.  Eleven  patients  (approxi- 
mately 3 per  cent)  received  individual  psycho- 
therapy while  they  were  under  Home  Care 
Service. 
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In  1960  the  total  number  of  patients  dis- 
continued from  the  Home  Care  Service  was 
100.  Of  this  number  32  (32  per  cent)  returned 
to  the  Hospital  for  further  intramural  care  and 
treatment.  Nearly  half  of  the  number  dis- 
continued— 47  patients  (47  per  cent)  were 
improved  or  recovered.  Nineteen  patients 
(19  per  cent)  were  discontinued  because  of 
their  failure  to  cooperate  in  the  program.  Two 
were  discontinued  for  other  reasons. 

Of  the  patients  discontinued  from  Home 
Care  Service  in  1960,  (28  per  cent)  had  re- 
ceived this  service  less  than  three  months. 
Twenty  others  (20  per  cent)  had  been  in 
this  program  less  than  six  months,  while  21 
patients  (21  per  cent)  had  received  treatment 
more  than  six  months  but  less  than  one  year. 
There  were  17  patients  who  were  discontinued 
after  treatment  more  than  one  year  but  less 
than  two  years.  Fourteen  patients  (14  per 
cent)  were  discontinued  from  Home  Care 
Service  in  1960  for  other  reasons. 

Further  Expansion  In  1961 

The  Research  Funds  which  had  made  the 
psychotropic  drugs  available  without  charge 
to  the  patients  under  the  Home  Care  Service 
in  earlier  years  were  exhausted  by  1961.  Be- 
cause of  the  conviction  that  the  Home  Care 
Service  had  already  demonstrated  its  value 
as  a means  of  shortening  the  period  of  resi- 
dential treatment  necessary  for  an  increasing 
number  of  patients  as  well  as  a distinct  asset 
in  rehabilitation  procedures,  the  Home  Care 
Services  became  one  of  the  regular  therapeutic 
procedures  for  assisting  patients  in  readjust- 
ing to  life  in  the  community  beyond  the  Hos- 
pital. The  Acting  Clinical  Director  supervised 
the  program  with  the  assistance  of  two  regis- 
tered nurses  and  one  of  the  Hospital  psychia- 
trists who  was  assigned  to  assist  in  the  pro- 
gram. 

In  1961,  260  patients  left  the  Hospital 
under  the  supervision  of  the  Home  Care 
Service.  The  largest  number  of  these  patients 
— 148  (approximately  57  per  cent)  had  been 
diagnosed  Schizophrenic  Reaction.  Fifteen 
patients  (approximately  20  per  cent)  had  been 
diagnosed  as  suffering  from  Manic  Depressive 
Reaction..  Other  diagnoses  represented  in 
this  group  of  patients  accepted  for  Home  Care 


treatment  were  Involutional  Psychotic  Reac- 
tion— 15  patients.  Chronic  Brain  Syndrome 
associated  with  alcoholism — 10,  Chronic  Brain 
Syndrome  associated  with  causes  other  than 
alcoholism — 13,  Paranoid  State — 6,  Psycho- 
neurotic Reaction — 3,  all  other  types  of  men- 
tal illness — 34. 

All  patients  accepted  for  the  Home  Care 
Service  in  1961  received  psychotropic  drugs. 
Fifty-two  of  the  number  (20  per  cent)  re- 
ceived other  medications  as  well.  During  this 
year  Stelazine  was  the  psychotropic  medica- 
tion most  frequently  administered  with  Thora- 
zine ranking  second  and  Tofranil  third  in  the 
frequency  with  which  it  appeared  in  the  pre- 
scriptions for  the  patients  accepted  in  1961 
for  Home  Care  Service.  Mellaril  and  Compa- 
zine were  used  to  some  extent.  Librium,  Ser- 
pasil,  Premadin,  and  Vesperin  were  also  used 
in  some  cases.  Kemadrin  was  administered  to 
more  patients  in  1961  than  in  former  years. 
Also  Dilantin  and  Phenobarital  was  prescribed 
for  some  patients  who  had  a background  of 
convulsive  seizures.  Eleven  of  the  patients 
accepted  during  this  year  were  given  indi- 
vidual psychotherapy  also. 

During  1961,  244  patients  were  disdcon- 
tinued  from  the  Home  Care  Service.  Of  this 
number  38  (approximately  16  jjer  cent)  re- 
turned to  the  Hospital  for  further  treatment. 
More  than  half  of  the  discontinued  patients 
— 158  (approximately  65  per  cent)  were  im- 
proved or  recovered  when  discontinued.  Forty- 
six  patients  (approximately  19  per  cent)  were 
discontinued  because  they  did  not  cooperate 
in  the  treatment  program.  Two  were  discon- 
tinued for  other  reasons. 

Relatively  few  of  the  patients  discontinued 
from  the  Home  Care  Service  during  1961,  26 
(slightly  more  than  10  per  cent)  had  received 
this  service  more  than  two  years.  Forty-three 
of  those  discontinued  (slightly  more  than  17 
per  cent)  had  received  Home  Care  Service  for 
more  than  one  year  but  less  than  two  years 
while  63  patients  (approximately  26  per  cent) 
had  been  treated  on  the  program  less  than 
one  year.  Fifty-eight  of  the  patients  dis- 
continued (approximately  24  per  cent)  had  re- 
ceived Home  Care  Service  for  less  than  three 
months.  Another  group — 54  patients  (22  per 
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cent)  had  received  service  less  than  six 
months. 

Home  Care  Service  In  1962 

In  an  effort  to  provide  more  adequately  for 
patients  on  Home  Care  Service,  the  State 
Board  of  Trustees,  on  March  1,  1962,  trans- 
ferred this  Service  to  the  Mental  Hygiene 
Clinics  of  Delaware,  which  had  become  a 
separate  agency  on  July  1,  1961.  At  the  time 
of  the  transfer  234  patients  (71  male,  163 
female)  from  all  three  counties  were  under 
active  care  and  treatment. 

The  Staff  for  the  Home  Care  Service  was 
expanded  and  now  comprises  the  Director  of 
the  Mental  Hygiene  Clinics;  one  psychiatrist 
serving  part-time  (four  days  each  week),  three 
full-time  registered  nurses,  and  two  clerks  for 
New  Castle  County;  one  psychiatrist  serving 
three  evening  clinics  weekly,  one  full-time 
registered  nurse,  and  one  clerk  serving  part- 
time  for  Kent  and  Sussex  Counties. 

Since  March  1,  1962,  every  case  accepted 
for  the  Home  Care  Service  has  been  presented 
by  the  Clinical  Director  of  the  Delaware  State 
Hospital  to  the  Superintendent,  who  in  turn 
has  recommended  the  patient  to  the  Director 
of  the  Home  Care  Service. 

After  reviewing  the  Hospital  records  of  each 
case  recommended  for  the  Home  Care  Service 
by  the  Superintndent,  the  Director  has  ex- 
amined each  patient.  If  the  Director  decides 
that  the  case  is  suitable  to  resume  life  in  the 
community  under  the  supervision  and  treat- 
ment of  the  Home  Care  personnel,  the  Super- 
intendent is  notified  that  the  particular  pa- 
tient will  be  accepted  for  Home  Care  Service. 

The  nurse  in  each  district  visits  each  pa- 
tient at  home.  She  arranges  for  the  patient 
to  be  seen  by  the  psychiatrist  every  three 
weeks,  occasionally  more  frequently  if  the  pa- 
tient’s condition  makes  this  necessary.  When- 
ever there  is  any  serious  aspect  to  a case,  the 
Director  sees  the  patient.  The  nurse  collects 
the  blood  and  urine  specimens  for  the  routine 
laboratory  tests  which  all  patients  on  the 
Home  Care  Service  receive  every  three  months. 
The  nurse  also  checks  the  general  physical 
condition  of  the  patient  recording  the  blood 
pressure,  the  weight,  and  other  factors.  She 


also  observes  the  patient’s  mental  status  and 
makes  a written  report  of  her  findings.  She 
confers  regularly  with  the  psychiatrist  who  is 
seeing  the  patients  at  intervals.  Thus  the 
patients  on  the  Home  Care  Service  now  are 
receiving  phychotherapy  as  well  as  drug  ther- 
apy as  they  readjust  to  the  community  after 
residential  care. 

The  number  of  patients  accepted  for  Home 
Care  Service  from  January  1,  1962,  to  July 
30,  1962,  is  116.  This  number  of  course  in- 
cludes some  of  the  patients  already  in  the 
program  before  March  1,  1962.  Of  the  num- 
ber accepted  during  the  first  seven  months 
of  1962,  67  (approximately  58  per  cent)  had 
the  diagnosis  Schizophrenic  Reaction.  Twelve 
patients  (10  per  cent)  had  been  given  the 
diagnosis  Manic  Depressive  Reaction,  10  other 
patients  (approximately  9 per  cent)  Involu- 
tional Reaction.  Other  diagnoses  which  had 
been  given  to  patients  in  the  group  accepted 
for  this  Service  included  Chronic  Brain  Syn- 
drome associated  with  alcoholism — 8 patients. 
Chronic  Brain  Syndrome  associated  with 
causes  other  than  alcoholism — 5 patients.  Psy- 
choneurotic Reaction — 3,  Paranoid  State — 4, 
all  other  types  of  mental  illness — 7. 

All  116  patients  accepted  this  year  for 
Home  Care  Service  have  received  psychotropic 
medication.  The  drugs  used  with  most  fre- 
quency during  1962  are  Stelazine,  Thorazine, 
Mellaril,  Tofranil,  Librium.  Compazine  and 
Trilafon  were  given  in  a small  number  of 
cases.  Twenty-five  of  the  total  group  accepted 
so  far  in  1962  received  other  medications  as 
well  as  psychotropic  drugs. 

Since  January  1,  1962,  113  patients  have 
been  discontinued  from  Home  Care  Service. 
Thirty  of  these  patients  (26  per  cent)  were 
returned  to  the  Hospital.  More  than  half  of 
those  discontinued — 68  patients  (60  per  cent) 
were  improved  or  recovered.  Twelve  patients 
(approximately  11  per  cent)  were  discontinued 
because  they  were  uncooperative.  Three  were 
were  discontinued  for  other  reasons. 

Of  the  113  patients  discontinued  from 
Home  Care  Service  in  1962,  21  (18  per  cent) 
had  received  service  less  than  three  months; 
36  (approximately  32  per  cent)  had  been 
under  Home  Care  therapy  for  less  than  six 
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months.  There  were  33  patients  (29  per  cent) 
who  had  received  service  more  than  six  months 
but  less  than  one  year  and  22  (19  per  cent) 
whose  treatment  had  terminated  in  less  than 
two  years.  Only  one  of  the  patients  discon- 
tinued from  Home  Care  Service  in  1962  had 
received  service  more  than  two  years. 

Summary 

In  the  6)4  years  in  which  the  Home  Care 
Service  in  Delaware  has  been  in  operation 
925  patients  who  have  responded  well  to  drug 
therapy  and  other  psychotherapeutic  pro- 
cedures have  been  accepted  for  the  Home 
Care  Service.  The  diagnosis  given  to  the 
largest  number  of  patients  in  the  group  ac- 
cepted for  this  service  was  Schiophrenic  Re- 
action, the  diagnosis  of  509  patients  (55  per 
cent).  The  diagnoses  ranking  second  and 
third  in  frequency  in  this  group  of  patients 
were  Manic  Depressive  Reaction,  given  to  135 
patients  (approximately  15  per  cent),  and 
Involutional  Psychotic  Depression,  74  patients 
(8  per  cent). 

Practically  all  of  the  patients  accepted  for 
the  Home  Care  Service  received  psychotropic 
medications. 

In  the  years  1956-62  there  have  been  719 
patients  discontinued  from  the  Home  Care 
Service.  Of  the  number  discontinued  from 
this  service  179  patients  (approximately  25 
per  cent)  were  returned  to  the  Hospital  for 
further  residential  treatment.  The  largest 
number  of  the  patients  discontinued — 410  (57 
per  cent)  were  improved  or  recovered.  A 
comparatively  small  number — 108  (15  per 
cent)  were  discontinued  because  they  were 
uncooperative. 

Of  the  total  number  of  patients  discontinued 
from  the  Home  Care  Service  since  its  incep- 
tion at  the  Delaware  State  Hospital  177  (ap- 
proximately 25  per  cent)  had  received  Home 
Care  treatment  less  than  three  months.  An 
additional  172  patients  (approximately  24 
per  cent)  had  been  discontinued  before  they 
had  been  in  the  program  less  than  six  months. 
A total  of  185  patients  (approximately  26  per 
cent)  had  received  service  more  than  six 
months  but  less  than  one  year,  while  133  pa- 
tients (approximately  19  per  cent)  had  treat- 


ment terminated  before  they  had  been  under 
the  Home  Care  Service  two  years.  Only  52  pa- 
tients (7  per  cent)  who  were  discontinued  had 
received  the  service  more  than  two  years. 

Conclusion 

The  experience  of  the  Home  Care  Service 
over  the  past  6)4  years  in  Delaware  has  been 
similar  to  that  of  other  clinics  treating  patients 
in  the  community  with  psychotropic  drugs. 
It  has  been  demonstrated  that  treatment  with 
psychotropic  drugs  should  be  continued  over 
a long  period  of  time  and  maintenance  dosage 
of  the  medication  should  be  continued.  Pa- 
tients and  their  families  must  be  helped  to 
understand  the  necessity  for  the  patient  to 
continue  taking  the  prescribed  medication 
even  though  he  feels  better.  A large  percent- 
age of  the  patients  who  relapsed  and  had  to 
be  returned  to  the  Hospital  had  been  taken 
off  medication  soon  after  they  showed  im- 
provement. The  Home  Care  Service  gives 
definite  support  to  the  growing  conviction 
that  most  of  the  mentally  ill  persons  who  are 
not  suicidal  or  homicidally  inclined  could  be 
treated  extramurally  if  adequate  personnel 
and  facilities  are  available.  The  psychotropic 
drug  therapy  program  also  seems  to  indicate 
that  the  acutely  ill  who  may  need  residential 
care  can  be  sent  back  into  the  community 
within  three  to  six  months  if  they  can  be  main- 
tained on  psychotropic  medication  under 
proper  medical  supervision  and  can  receive 
other  psychotherapeutic  help  until  they  are 
genuinely  improved  or  recovered  rather  than 
in  a state  of  temporary  remission  of  symptoms. 
The  influence  of  the  home  environment  on  the 
Home  Care  patient’s  cooperation  with  the 
Staff  in  regard  to  continuing  his  medication 
and  keeping  appointments  with  the  nurse  and 
psychiatrist  suggests  the  necessity  of  treating 
the  family,  in  many  instances,  rather  than 
simply  an  individual.  More  important  in  the 
therapeutic  effort  than  working  with  the 
family  is  obtaining  the  understanding  of  all 
community  agencies  for  assisting  in  the  social 
and  economic  as  weU  as  physical  rehabilitation 
of  persons  released  from  residential  treatment 
for  mental  illness.  The  contribution  which 
private  physicians.  Mental  Health  Associa- 
tions, Vocational  Rehabilitation  Services,  and 
similar  agencies  can  render  is  invaluable. 
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COLLATERALS? 


* Psychopathology  in  collaterals  of  disturbed 
children  or  adults  calls  for  individual  treatment 
of  the  collaterals.  Frequently,  this  develops  into 
the  major  problem.  Three  cases  are  cited. 


Harry  S.  Howard,  M.D. 


It  has  been  a common  practice  in  psychia- 
tric clinic  practice  to  get  background  informa- 
tion on  adults  and  children  in  the  form  of 
a “history.”  The  fact  that  these  “histories” 
frequently  were  colored  by  the  personality 
of  the  informant,  led  the  author,  some  years 
ago,  to  require  that  an  evaluation  of  the  in- 
formant by  the  social  worker,  be  contained  in 
each  history.  It  was  soon  noted  that  the 
terms  “overprotective,”  “domineering,”  ag- 
gressive,” etc.,  were  so  frequently  seen  in  these 
descriptions  as  to  raise  questions  as  to  per- 
sonality problem  in  informants  and  to  the 
dynamics  of  the  informants’  personalities  as 
well.  This  evaluation  soon  encompassed  other 
collaterals. 

Two  Hypotheses 

In  the  same  way,  the  frequent  recommenda- 
tions of  “counseling  for  parents,”  or  “counsel- 
ing for  spouse,”  as  seen  in  diagnostic  sum- 
maries, suggested  an  unacceptable  degree  of 
superficiality  in  the  consideration  and  treat- 
ment of  collaterals. 

Starting  with  these  two  hypotheses,  the 
author,  with  the  assistance  of  the  Mental 
Hygiene  Clinic  staff,  undertook  a deeper 
evaluation  of  collaterals  with  interesting  re- 
sults. 


I|  Dr.  Howard  is  Assistant  State  Psychiatrist  and  Assistant  Director 

of  Mental  Hygiene  Clinics  of  Delaware,  Farnhurst,  Delaware. 


The  following  are  brief  summaries  of  a 
group  of  these  cases.  The  names  have,  of 
course,  been  omitted,  and  some  of  the  material 
has  been  modified  slightly,  with  minimal  dis- 
tortion of  the  basic  facts,  so  as  to  protect  the 
individuals  involved. 

Case  1 

A 24  year  old  negress,  mother  of  4 closely  spaced 
children  (the  first  of  whom  was  conceived  out  of 
wedlock)  had  been  referred  to  the  Clinic  by  a 
Family  Court,  the  result  of  a charge  of  assault  and 
battery  on  her  husband.  She  complained  of  a 
“nervous  disorder  which  causes  her  periodically 
to  be  assaultive  and  irresponsible.” 

Her  own  story  was  that  for  some  unknown  reason 
she  “became  angry  with  herself  first,  then  with  her 
husband  and  then  with  her  children.”  She  described 
these  episodes  as  lasting  anywhere  from  a few 
hours  to  a day  or  two,  recurring  at  irregular  inter- 
vals. She  recognized  that  they  were  aggravated  by 
drinking  and  under  these  conditions  could  not  be 
successfully  controlled.  She  and  her  husband  had 
seriously  discussed  these  “explosions’”  of  affect, 
to  see  if  they  could  determine  their  cause.  They 
had  similarly  spent  a good  deal  of  money  on  various 
tranquilizers,  or  patent  remedies. 

Her  husband  was  described  by  the  social  worker 
as  having  a hesitant  speech  and  manner  so  that  it 
was  at  times  difficult  to  understand  him.  He  de- 
scribed the  episodes  as  violent,  destructive,  and 
dangerous  to  everyone  concerned.  During  these 
episodes,  too,  Mrs.  A.  accused  her  husband  and  her 
children  of  “being  against  her.”  She  sometimes 
impulsively  disrobed  completely  before  anyone  in 
the  immediate  environment  At  that  time  she  was 
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no  longer  sexually  compatible  with  her  husband. 
The  episodic  regressions  are  obvious. 

The  patient  herself  described  the  husband  as 
passive,  though  adequate.  When  she  went  on  a 
“binge”  he  stayed  home,  looked  after  the  children, 
did  the  cooking  and  cleaning,  and  worried — clearly 
the  feminine  role.  He  could  not  assume  the  mas- 
culine role.  In  neither  case  was  there  clear  sexual 
identification. 

Considerations 

The  considerations  of  this  case,  then  were: 
1.  Should  the  patient  be  treated  alone  with 
superficial  counseling  for  the  husband?  2. 
Should  both  husband  and  wife  be  treated  at 
a deeper  level?  3.  Should  “family  therapy” 
be  used? 

Our  decision  was  that  there  was  enough 
psychopathology  on  both  sides  to  make  No.  2 
our  choice,  and  individual  therapy  was  recom- 
mended for  both. 

Case  2 

To  a 19  year  old  young  man,  married  at  the  age  of 
18  to  a girl  of  16,  a child  was  born  shortly  after 
their  marriage  and  they  separated  after  a stormy 
period  of  marriage.  He  had  been  referred  to  this 
Clinic  by  the  family  physician,  because  of  “obesity, 
irritability  and  depression.” 

Background  information  revealed  that  his  parents 
separated  when  he  was  5 months  old  and  that  he 
was  raised  by  his  maternal  grandmother  to  age  4 
while  his  mother  worked  at  quite  a distance  from 
the  grandmother’s  home.  He  was  his  grandmother’s 
only  grandchild  and  his  mother’s  only  child.  Al- 
though the  mother  remarried  when  he  was  about 
7 years  old,  and  took  him  to  live  in  her  home, 
there  was  never  any  real  closeness  to  the  stepfather. 
Also  noted  was  the  fact  that  the  mother  continued 
to  work,  to  leave  him  to  his  own  resources,  and  to 
block  any  attempts  on  the  part  of  authoritative 
figures  (in  school)  to  work  with  him. 

After  an  initial  psychologic  test  and  psychiatric 
interview,  he  was  scheduled  for  psychotherapy  and 
was  invited  to  bring  his  wife  in  if  he  wished  to 
do  so.  He  never  came  back  but  instead  his  mother 
came  in  his  place,  made  an  inadequate  explanation 
of  his  failure  to  come,  and  proceeded  to  berate  his 
wife.  Other  appointments  for  him  were  effectively 
blocked  in  the  same  way.  The  mother’s  neurotic 
needs  obviously  had  to  be  dealt  with. 

Considerations 

The  considerations  in  this  case  were:  1. 
Should  the  patient  be  seen  independently, 
given  insight  therapy,  and  supported  in  taking 


a more  aggressive  and  independent  attitude  to- 
ward his  mother,  with  the  mother  excluded 
from  participation?  Should  the  patient  be 
given  the  same  kind  of  therapy  with  the 
mother  serving  as  a collateral  and  participat- 
ing superficially,  or  3.  Should  she  be  invited 
to  take  therapy  for  her  own  problems?  Un- 
fortunately, No.  1 had  been  selected  in  the 
first  diagnostic  psychiatric  interview  and  the 
treatment  program,  as  suggested  above,  was 
effectively  blocked.  Hindsight  suggested  No. 
3 would  have  been  a better  choice. 

Case  3 

Two  little  girls,  ages  6 and  5,  siblings — born  within 
a year  of  each  other — were  both  adopted  into  the 
same  home  at  the  same  time  (in  infancy).  Neither 
was  acceptable  for  school  placement  because  of  in- 
ability to  communicate  (though  speech  was  present). 
They  could  communicate  satisfactorily  with  each 
other  and  to  some  extent  with  their  parents  and  ap- 
parently had  developed  a “language”  of  their  own. 
The  older  one  was  aggressive,  related  easily  and 
completely  to  the  examiner.  The  younger  one  was 
resistive  and  negativistic,  sat  on  her  mother’s  lap 
and  kicked  at  any  attempt  on  the  part  of  the  ex- 
aminer to  get  close  to  her. 

Background  information  on  the  children  revealed 
a measure  of  geographic  isolation  but  revealed  also 
a definite  attempt  on  the  part  of  the  mother  to 
avoid  “contamination”  of  her  children  by  other 
children.  They  were  thus  isolated  from  contacts 
even  rrore  than  by  the  environmental  factors. 

Further  inquiry  into  the  background  revealed  the 
adoptive  mother  to  be  mesophobic  and  compulsive. 
She  cleaned  and  ordered  her  very  elegant  home 
from  morning  until  night.  She  kept  after  her 
husband’s  and  children’s  cleanliness  as  well  as  her 
own  so  that  there  was  indeed  no  time  for  family 
living  or  communication,  but  took  little  pride  in  and 
got  little  satisfaction  from  doing  so.  Essentially 
she  sacrificed  her  family  to  her  “duty.”  Her  own 
background  revealed  that  she  had  been  deserted 
by  her  father  whom  she  liked,  at  an  early  age, 
that  she  had  been  raised  by  a compulsive  grand- 
mother within  a reasonably  close  distance  from 
her  mother;  that  she  had  had  a rather  significant, 
though  not  severe,  discipline  from  her  grandmother; 
and  that  her  mother  had  rather  served  as  a sibling. 
The  mother  was  regarded  as  ineffectual  by  the 
grandmother  and  was  reportedly  a poor  housekeeper. 
(Note  this  woman’s  and  her  grandmother’s  compul- 
sive housecleaning). 

The  adoptive  father  of  these  two  little  girls  was 
a hard-working  business  man  who  apparently  loved 
his  family  but  who  felt  frustrated  by  the  house- 
keeping program  and  so  contributed  less  than  he 
would  otherwise  have  been  able  to  do  so. 
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Considerations 

The  considerations  in  the  case  were:  1. 
Should  the  little  girls  be  treated  directly  ( Kin- 
dergarten, etc.)  and  be  referred  elsewhere? 
2.  Should  the  children  be  treated  individually 
(or  together)  in  a play  therapy  program?  3. 
Should  the  mother  (and/or  father)  be  in- 
volved on  a deeper  level  simultaneously  with 
either  No.  1 or  No.  2? 

It  was  decided  that  No.  3 would  be  the 
best  choice,  that  the  children  could  be  re- 
ferred elswhere  but  separated  in  the  treat- 
ment program,  and  that,  if  necessary,  the 
younger  (more  negativistic)  child  could  be 


treated  later  if  improvement  did  not  result. 

Summary 

These  three  cases,  chosen  more  or  less  at 
random,  are  presented  in  which  the  collaterals 
appeared  to  be  in  more  need  of  psychiatric 
assistance  than  were  the  individuals  presented. 
No  attempt  was  made  in  this  paper  to  evaluate 
results  or,  indeed,  to  evaluate  dynamics  (some 
of  which  were  obvious).  Essentially  the 
author  wishes  to  question  the  term  “collateral” 
and  to  re-emphasize  the  individuality  of 
people  in  a common  problem. 

Failure  of  real  collateral  involvement  on  a 
deep  level  augered  for  a poor  prognosis. 


MALPRACTICE  SCREENING  PANEL  INSTITUTED 

A screening  panel  to  weigh  professional  liability  cases  has  been  established  by 
the  Medical  Society  of  Delaware  and  the  Delaware  Bar  Association.  The  group  is 
already  functioning,  with  the  first  case  heard.  The  recommendation  was  the  result 
of  a six-hour  session,  terminating  at  2:00  a.m.,  during  which  a group  of  impartial 
lawyers  and  physicians  studied  the  case.  Obviously  one  party  could  not  be  enthused 
about  the  outcome,  but  everyone  involved  appeared  satisfied  with  the  fairness  of  the 
delibei’ations. 

The  screening  panel  is  designed  to  do  away  with  the  lawyer’s  charge,  “conspiracy 
of  silence,”  and  the  doctor’s  bitter  counter-claim,  “trial  by  ambush.”  It  is  also 
designed  to  help  the  lawyer  and  his  client  who,  in  honest  doubt,  sometimes  file  a suit 
to  institute  discovery  procedures  as  the  only  available  means  of  testing  the  merits  of 
a claim. 

The  plan  uses  the  services  of  experts  in  the  areas  of  law  and  medicine  involved. 
They  make  an  honest  effort  to  find,  in  the  presence  of  and  with  the  assistance  of  both 
parties  and  their  counsel,  if  a reasonable  basis  exists  for  a claim.  Hopefully,  such 
screening  will  lead  to  prompt  and  equitable  settlements  or  withdrawals.  Such  de- 
cisions, though,  remain  entirely  with  the  parties  and  their  attorneys. 

The  decision  to  use  the  panel  is  voluntary.  The  panel  exists,  however,  for  the 
expedition  of  justice  and  to  safe-guard  both  the  plaintiff  and  the  defendant.  It  has 
the  support  of  both  professional  associations.  There  should  be  the  most  compelling 
convictions  to  warrant  by-passing  it.  The  proceedings  of  the  group’s  deliberations 
and  their  outcome  will  be  held  in  absolute  confidence. 

Physicians  or  attorneys  who  wish  to  use  the  services  of  the  panel  should  contact 
the  Bar  Association  or  the  Medical  Society  of  Delaware. 
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HOSPITAL  TREATMENT 
OF  PSYCHIATRIC  DISORDERS 
In  Children  and  Adolescents 


* The  general  philosophy,  classification  system 
and  treatment  of  the  Psychiatric  Division  for  Chil- 
dren and  Adolescents  at  the  Governor  Bacon 
Health  Center  is  presented  by  the  authors,  stressing 
the  team  approach  under  the  leadership  of  the 
psychiatrist.  A breakdown  of  the  patient  popu- 
lation with  respect  to  diagnosis  is  given. 


The  Governor  Bacon  Health  Center  is  a 
hospital  which  was  created  by  the  initiative 
of  Dr.  M.  A.  Tarumianz  in  1948.  It  is  directed 
by  Board  Certified  psychiatrists  under  the 
supervision  of  the  Superintendent.  The  Cen- 
ter is  composed  of  several  divisions:  The  Psy- 
chiatric Division  for  Children  and  Adolescents, 
the  Divisions  of  Geriatrics,  Alcoholics,  Epilep- 
tics and  Crippled  Children.  The  medical  staff 
consists  of  four  psychiatrists,  including  the 
medical  administrator,  one  pediatrician  and 
several  consultants.  These  few  doctors  have 
to  take  care  of  about  300  patients,  of  which 
147  make  up  the  Psychiatric  Division  for 
Children  and  Adolescents.  The  referral  from 
hospitals  and  private  physicians  of  numerous 
patients  with  serious  physical  illnesses  poses 
many  problems  for  our  psychiatric  staff.  In 
order  to  take  care  of  these  cases  we  are  in 
dire  need  of  a full  time  specialist  in  internal 
medicine  or  a general  practitioner.  Actually, 
the  Geriatric  Division  was  set  up  for  aged 
persons  who  are  bedridden,  without  psychosis, 
requiring  nursing  care  only.  As  a matter  of 
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fact,  the  majority  of  the  patients  who  are  sent  ; 
to  the  Geriatric  Division  require  intensive  ! 
medical  treatment,  far  beyond  the  scope  of  i 
our  facilities  and  limited  staff.  All  the  non- 
psychiatric services  of  the  Center  were,  by  the 
way,  originally  started  “on  a temporary  basis 
until  other  arrangements  can  be  made.”  In 
addition  to  the  shortness  of  medical  staff,  the 
other  departments  are  also  heavily  under-  ij 
staffed.  This  is  due  both  to  the  serious  bud-  j 
getary  limitations  and  to  the  faraway  location  j 
of  the  Center. 

ii 

The  physical  set-up  of  the  Psychiatric  | 
Division  for  Children  and  Adolescents  com-  j 
prises  a hospital  for  screening  on  admission  j 
and  for  treatment  of  the  more  disturbed  cases. 

The  less  disturbed  live  in  a home-like  cottage  i 
setting  where  everything  is  done  to  prepare 
a favorable  soil  for  wholesome  psychothera- 
peutic influences.  We  try  to  prevent  the  pa- 
tients from  identifying  with  chronic  mental 
patients  and  with  delinquents.  These  cottages 
resemble  private  homes  where  small  groups 
of  children  (up  to  10)  live  in  a family  atmos- 
phere with  their  cottage  mother  or  father. 
These  cottage  parents  are  mostly  very  dedi- 
cated people  who  spend  innumerable  hours  | 
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with  the  children.  They  work  around  the 
clock,  much  more  than  40  hours  a week.  The 
hospital  wards  for  the  more  disturbed  children 
show  a different  setting.  In  contradistinction 
to  the  open  cottages,  these  wards,  by  neces- 
sity, are  closed.  They  are  under  the  care  of 
a nurse  and  several  attendants. 

Both  wards  and  cottages  are  separated  as 
to  sex,  but  meals  and  social  activities  are 
mixed.  We  admit  children  of  both  sexes, 
commonly  ranging  in  age  from  4 to  16  years. 
We  may  keep  them  longer,  up  to  the  age  of 
18,  if  treatment  has  progressed  satisfactorily. 
Generally,  we  aim  at  intensive  treatment,  av- 
eraging one  year.  All  of  our  child-patients 
come  here  as  voluntary  admissions,  either  by 
referral  from  a physician  in  the  community  or 
through  agencies,  e.g.,  the  Mental  Hygiene 
Clinic,  etc.  Although  the  law  would  permit 
the  Family  Court  to  commit  patients  to  our 
Psychiatric  Division  for  Children  and  Adoles- 
cents, we  are  most  grateful  to  them  that  they 
do  not  make  use  of  this  prerogative  since  com- 
mitment would  not  be  conducive  to  the  estab- 
lishment of  a sound  therapeutic  relationship 
with  the  children  and  with  the  parents,  whose 
full  cooperation  we  need. 

Somatic  And  Psychological  Causes 

It  is  our  philosophy  to  consider  both  somatic 
and  psychological  causes  for  the  development 
of  psychiatric  disorders.  In  other  words,  we 
are  dynamically  and  organically  oriented.  Be- 
cause of  lack  of  better  scientific  knowledge, 
we  use  as  a working  hypothesis  that  between 
the  so-called  normal  and  abnormal  there  is 
only  a quantitative  psychological  difference 
and  psychopathological  reactions  are  only 
symptoms  and  expressions  of  unsuccessful 
or  defective  adjustments.  “There  is  no  es- 
sential difference  between  health  and  disease.” 

(CLAUDE  BERNARD) 

Classification 

At  the  beginning  of  the  hospitalization 
stands  the  careful  clinical  observation  of  the 
patient.  We  try  to  discover  his  basic  conflicts 
and  attempt  to  determine  the  dominant  and 
most  significant  personality  pattern.  We  en- 
deavor to  understand  the  deep  desires  and 
drives  that  motivate  the  individual  patient: 
How  did  his  aspirations  become  frustrated? 


Was  it  in  reality  or  only  a fantasy?  Under 
what  circumstances  did  the  illness  start?  What 
were  the  precipitating  factors  and  what  were 
the  underlying  reasons? 

Individual  Appraisal 

Each  patient  is  observed  and  studied  by  the 
different  members  of  the  so-called  hospital 
team  which  consists  of  all  the  persons  con- 
nected with  the  treatment  and  care  of  the 
patient:  the  psychiatrist,  the  pediatrician,  the 
psychologist,  the  psychiatric  social  worker,  the 
nurse  and  the  members  of  the  ancillary  serv- 
ices. As  part  of  these  studies  each  child  is 
examined  by  the  psychiatrist  who  appraises 
the  child’s  basic  strengths  and  liabilities  and 
who  will  try  to  understand  the  deeper  drives 
and  motivations  of  the  patient.  The  pedia- 
trician gives  the  child  a detailed  physical  ex- 
amination. In  addition  to  this,  routine  labora- 
tory work,  chest  x-ray,  skull  x-ray  and  an 
electroencephalogram  are  done  on  each  child. 
The  psychologist  administers  a battery  of 
tests  in  order  to  evaluate  the  child’s  intelli- 
gence, and  he  also  tries  to  shed  some  light  on 
the  functioning  of  the  unconscious  with  the 
help  of  projective  tests.  However,  we  are  well 
aware  of  the  fact  that  psychological  tests — 
not  unlike  laboratory  tests — are  not  diagnostic 
in  themselves,  but  should  only  be  used  in  the 
framework  of  the  patient’s  clinical  picture. 
As  Spiel  recently  pointed  out,  the  result  of 
psychological  tests  on  children  and  adoles- 
cents are  even  more  open  to  questions  than 
those  on  adults.  The  social  worker  furnishes 
an  objective  history,  an  opinion  on  the  former 
social  adjustment  of  the  patient  and  an  out- 
look into  the  future  possibilities  for  the  pa- 
tient in  his  environment.  He  also  talks  with 
the  parents  in  order  to  appraise  their  person- 
alities and  their  feelings  about  their  sick 
child.  The  nurses  and  cottage  parents,  through 
their  daily  24  hour  contact,  are  often  the  first 
ones  to  “reach”  the  child  and  can  make  valu- 
able observations.  In  our  school  the  children 
are  appraised  with  respect  to  their  attitude 
towards  school  and  their  actual  grade  place- 
ment and  certain  weaknesses  they  may  have 
in  regard  to  reading,  writing  and  arithmetic. 

All  this  information  is  used  in  the  staff 
meeting  which  is  held  five  or  six  weeks  after 
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the  child’s  admission.  This  staff  meeting  is 
headed  by  the  psychiatrist.  There  all  the 
different  staff  members  share  their  observa- 
tions and  findings.  With  this  information  we 
try  to  understand  the  deeper  meaning  of  the 
child’s  symptoms  and  reactions  and  attempt 
to  see  the  patient’s  problems  individually  in- 
stead of  looking  upon  them  as  only  a bare 
diagnostic  entity.  We  try  to  get  insight  into 
ego-mechanisms,  phenomenal  relationships, 
the  effect  of  life  and  other  psychologically  and 
socially  important  factors  pertinent  to  the 
individual  patients.  Neurological  findings  are 
considered  equally  important  if  present,  since 
we  consider  human  beings  as  a psychobio- 
logical  entity  consisting  of  psyche  and  soma 
and  not  as  a compartmentalized  test  object. 
“The  dichotomy  between  the  biophysical  and 
the  sociopsychological  aspects  of  medicine  is 
not  a valid  one.  Man  is  at  the  same  time  a 
biological,  a psychological,  and  a cultural 
organism.” 

Basis  For  Treatment  Program 

Thus  we  reach  a more  valid  picture  of  the 
patient  and  his  problems,  enabling  the  psy- 
chiatrist to  make  a diagnostic  formulation  on 
which  the  treatment  program  can  be  based. 
We  are  aware  that  diagnostic  categories  in 
children  and  adolescents  are  artificial  separa- 
tions made  to  facilitate  our  scientific  and 
cultural  desires  for  breakdown  and  schema- 
tization.  No  such  separation  exists  in  life. 
This  is  especially  true  since  children  and 
adolescents  are  not  yet  fixed  in  their  personali- 
ties but  still  in  development  and  transition. 
Therefore,  one  often  can  see  contradictory 
changes  and  alterations  in  their  personalities. 
With  these  limitations  in  mind  which  Pasa- 
manick  pointed  out,  we  agree  with  him  that 
these  obstacles  to  a “taxonomic  system  of 
diagnoses”  only  emphasizes  the  classification 
procedure  and  that  “the  treatment  program 
should  be  consequent  on  the  diagnosis  and  a 
function  of  it.”  After  a usually  lively  dis- 
cussion, we  arrive  at  a pretty  clear  picture 
of  what  this  child  is  like,  how  he  functions 
in  our  setting,  what  made  him  behave  the  way 
he  did  and  what  particularly  made  him  ill. 

As  an  illustration  of  the  types  of  patients 
we  have  in  the  Psychiatric  Division  for  Chil- 


dren and  Adolescents,  the  following  table 
gives  a breakdown  of  the  diagnoses  of  the 
patients  treated  during  the  past  year  from 
August  1961  to  August  1962.  (This  includes 
patients  discharged  during  this  time  as  well 
as  the  ones  who  are  still  in  residence.) 


PSYCHOSES 


Schizophrenic  Reaction 

16 

6.8% 

Psychotic  Reaction,  other  types 
NEUROSES 

3 

1.3% 

8.1% 

Neurotic  Reaction 

PERSONALITY  DISORDERS 
Emotionally  Unstable 

14 

6 % 

6 % 

Personality 

3 

1.2% 

Passive  Aggressive  Personality 

5 

2 % 

Paranoid  Personality 

4 

1.8% 

Schizoid  Personality 

8 

3.4% 

Dyssocial  Reaction 

2 

.8% 

Antisocial  Reaction 

10 

4.3% 

13.5% 

TRANSIENT  PERSONALITY  DISORDERS 
Adjustment  Reaction  of 

Childhood 

Adjustment  Reaction  of 

37 

15.7% 

Adolescents 

43 

18.3% 

34  % 

MENTAL  DEFICIENCY 

15 

6.4% 

6.4% 

BRAIN  SYNDROMES 
Acute  Brain  Syndrome,  associ- 
ated with  behavorial  reaction  1 
Chronic  Brain  Syndrome,  asso- 
ciated with  brain  trauma  or 
infection,  with  behavorial  re- 
action 29 

Chronic  Brain  Syndrome  of  un- 
known cause  with  behavioral 
reaction  33 

Chronic  Brain  Syndrome  of  un- 
known cause  with  behavioral 
reaction  and  mental  defici- 
ency 12 


TOTAL 


.5% 


12.3% 


14.1% 


5.1% 


235  100  % 


32  % 


As  mentioned  before,  we  do  a routine  elec- 
troencephalogram on  each  child  admitted  to 
the  Governor  Bacon  Health  Center.  Interest- 
ingly, we  found  that  a very  high  percentage 
(75%)  of  the  electroencephalograms  on  our 
patients  showed  tracings  outside  the  limits 
of  normal  variations  for  age.  However,  at 
the  time  of  this  writing  not  all  records  have 
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been  read  by  our  electroencephalographer. 
In  a future  paper  we  will  attempt  to  clarify 
this  problem  further. 

Treatment 

Considering  the  assets  and  negative  facts 
of  the  patient  in  regard  to  therapy,  an  in- 
dividualized treatment  program  is  designed  by 
the  psychiatrist,  depending  on  the  diagnosis. 
With  this,  we  can,  hopefully,  correct  past  trau- 
matic experience  of  the  child  and  all  physical 
and  emotional  factors  of  the  illness.  Due  to 
the  difference  of  our  children  with  respect  to 
age,  sex,  culture  and  illness,  there  will,  of 
course,  be  a variety  of  treatment  approaches. 
Our  treatment  is  eclectic,  using  the  entire 
range  of  psychiatric  therapy.  It  is  reviewed 
in  regular  intervals  and  revised  if  indicated, 
to  adjust  it  to  the  changing  needs  of  the  in- 
dividual patient. 

Broadly  speaking,  we  have  two  categories 
of  treatment;  psychotherapy  and  biological 
therapy,  the  latter  including  electroshock  and 
chemotherapy. 

In  regard  to  the  psychotherapies,  we  feel 
that  the  basis  of  any  psychotherapeutic  en- 
deavor is  a therapeutic  milieu.  Therefore,  the 
^ cultivation  of  a milieu  conducive  to  recovery 
and  growth  of  disturbed  children  and  pro- 
! viding  the  emotionally  corrective  experiences 

i appropriate  for  the  individual  cases,  is  worked 

I out  by  the  team.  The  institutional  setting 

' itself,  as  well  as  what  goes  on  within  it,  is 

j consciously  used  for  treatment  in  the  widest 

i sense,  according  to  the  ideas  of  a “social”  or 

\ total  treatment.  Since  we  are  dealing  with 

i children  and  adolescents,  it  is  often  desirable 

to  include,  if  possible,  the  family  in  the  treat- 
ment program.  This  is  the  task  of  Social 

i Service. 

1- 

We  estimate  as  the  biggest  therapeutic 
asset  of  our  team  approach  “the  emotional 
climate”  set  by  all  the  people  in  contact  with 
the  patient.  Is  it  not  often  that  the  improve- 
j ment  which  has  been  reached  in  psychothera- 
I peutic  sessions  is  annulled  by  the  action  of 
other  staff  members  which  was  contrary  to 
the  psychotherapeutic  approach  because  of 
j ignorance  of  the  person  involved?  One  can- 
not expect  that  a very  sensitive,  mistrusting 


boy,  who  only  experienced  rejection  all  his 
life,  can  trust  psychotherapeutic  efforts  while 
unconsciously  hostile  actions  of  other  hospital 
personnel  seemingly  are  opposite. 

The  physicians  on  our  staff  come  from  dif- 
ferent psychotherapeutic  schools  and  we  use 
this  many-sidedness  eclectically  to  the  ad- 
vantage of  the  patients.  In  regard  to  classical 
psychoanalysis  we  follow  Freud’s  advice  that 
“The  possibility  of  analytic  influence  rests 
upon  definite  pre-conditions  . . . where  these 
are  lacking,  as  in  the  case  of  children,  of 
juvenile  delinquents  . . . something  other  than 
analysis  must  be  employed,  though  something 
which  will  be  at  one  with  analysis  in  its  pur- 
pose.” 

Team  Forces  Mobilized 

We  mobilize  all  forces  which  are  at  our  dis- 
posal. The  team,  in  which  each  member  is 
synchronized  to  each  other,  plays  an  impor- 
tant part  in  the  individual  treatment  process 
by  working  together  in  such  a manner  that 
in  addition  to  the  unique  contribution  from 
his  own  professional  field,  each  team  member 
assists  the  psychiatrist  in  the  solution  of  the 
presenting  clinical  problem.  Thus  a team 
member  never  starts  his  own  treatment  ap- 
proach, unless  in  coordination  with  the  phy- 
sician’s “therapeutic  prescriptions”  (to  use 
Menninger’s  term).  According  to  the  pa- 
tient’s needs  we  either  aim  with  deep  pene- 
trating insight  therapy  at  making  conscious 
the  unconscious  drives  of  the  patient,  trying 
to  make  basic  changes  in  his  character,  or 
we  avoid  this  and  use  only  superficial,  sup- 
portive and  milieu  therapy.  The  latter  kind 
is  usually  much  more  appropriate  and  success- 
ful with  our  juvenile  population.  We  are  also 
aware  that  in  regard  to  therapy  “We  have 
to  see  the  patient  in  his  social  framework  and 
not  solely  to  focus  our  treatment  on  intra- 
psychical  processes,  but  also  to  encounter  the 
social  forces  effective  in  the  psyche,  but  be- 
yond the  individual.” 

The  individual  psychotherapeutic  session 
between  patient  and  individual  therapist  is 
the  nucleus  of  our  therapy.  We  recognize 
that  the  young  patient  in  our  care  is  in  a 
relatively  undifferentiated  psychological  state 
and  our  task  is  to  help  him  resolve  some  of 
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his  confusion  by  understanding  his  stage  of 
development  and  building  on  this  point.  We 
try  to  give  him  support  in  dealing  with  prob- 
lems in  the  areas  of  his  basic  conflicts.  We 
help  him  to  cope  with  his  anxieties  and  to 
strengthen  his  ego  defenses  if  needed.  We 
believe  that  emotional  experiences  are  more 
important  in  psychotherapy  than  words  and 
intellectual  understanding.  The  physician- 
patient  relationship  is  the  most  potent  thera- 
peutic tool.  Unfortunately,  however,  we  are 
not  able  to  give  individual  psychotherapy  to 
all  the  children  who  would  benefit  from  it 
because  of  the  shortage  of  staff. 

Group  Psychotherapy 

In  addition,  group  psychotherapy  is  used 
which  commonly  follows  the  rules  of  the  in- 
dividual psychotherapy  and  helps  to  modify 
old  behavioral  patterns  into  new  ones.  Group 
therapy  also  makes  social  adjustment  and 
communication  easier.  Within  the  group  the 
patient  can  express  freely  dissatisfactions  and 
hostility,  etc.,  and  learn  by  this  that  these 
feelings  are  not  unique  or  overwhelming.  It 
also  strengthens  the  patient’s  feeling  of  free- 
dom and  of  responsibility  for  himself  and 
others. 

Recreational  activities,  either  outdoors  or 
indoors  in  the  form  of  games,  sports,  dramatic 
performances,  trips,  etc.,  offer  many  occasions 
to  increase  self-esteem  and  for  controlled  re- 
gression whereby  the  connection  to  reality  is 
never  dropped,  and  thus  offer  important 
means  to  improve  the  adjustment  and  adap- 
tation of  the  patient  in  the  group.  Work 
therapy  in  the  form  of  assignments  to  kitchen, 
garden,  etc.,  strengthen  the  patient’s  self- 
confidence,  give  him  a feeling  of  responsibility 
and  usefulness,  and  teach  him  to  accept  limits 
and  rules  in  cooperation  with  the  other 
workers. 

We  are  aware  that  no  one  treatment  by 
itself  would  produce  satisfactory  results. 
Therefore,  we  combine  different  treatment  ap- 
proaches; frequently  biological  treatment  with 
psychotherapy. 

Treatment  Modalities 

In  the  following  we  will  give  a survey  of 
which  treatment  modalities  we  found  most 


useful  in  the  treatment  of  the  different  diag- 
nostic categories. 

Psychotic  reactions  are  usually  treated  with 
tranquilizers  of  the  Phenothiazine  or  the  sub- 
stituted Propanediol  group.  As  soon  as  the 
drug  treatment  has  calmed  the  patients  suf- 
ficiently to  establish  a meaningful  relation 
with  the  therapist,  psychotherapy  in  the  in- 
dividual or  group  form  is  started.  Some  cases 
refractory  to  this  approach  often  respond  sur- 
prisingly weU  to  a short  course  of  electric 
shock  treatment. 

Neurotic  children  are  enrolled  in  psycho- 
therapy as  soon  as  possible  and  whenever 
feasible.  Often  adjunctive  drug  treatment 
with  the  milder  tranquilizers  is  beneficial.  In 
addition,  work  therapy  and  recreational  ther- 
apy are  utilized. 

A most  severe  problem  with  respect  to  treat- 
ment is  posed  by  the  different  character  dis- 
orders. Although  some  of  the  character  dis- 
orders are  formed  by  unwholesome,  interper- 
sonal relations  in  the  past  of  the  children,  we 
are  in  agreement  with  authors  like  Bleuler 
and  Lutz,  who  find  that  many  are  influenced 
by  or  developed  on  the  basis  of  constitutional 
factors.  Be  this  as  it  may,  they  are  very  hard 
to  change,  and  so  far  no  absolutely  satisfying 
therapy  has  been  developed.  For  treatment 
with  these  children  we  have  to  rely  heavily 
on  drug  therapy  and  environmental  manipula- 
tions. The  serious  anti-social  reactions  be- 
longing to  this  group  are  beyond  the  scope 
of  this  hospital  since  they  need  a more  con- 
trolled environment,  mostly  strict  and  consis- 
tent limits,  such  as  training  schools  provide. 
By  their  actions  they  endanger  our  permissive 
therapeutic  atmosphere  and  often  give  a bad 
example  to  the  other  children.  Their  agita- 
tion and  aggressiveness  may  spread  through 
the  cottages  and  make  management  of  the 
other  patients  more  difficult.  Their  prognosis 
is  poor  and  they  lack  motivations  for  change, 
therefore  being  often  unsuitable  candidates 
for  psychiatric  treatment.  They  are  more 
social-legal  than  medical  problems. 

The  largest  group  of  our  patients  must  be 
considered  as  suffering  only  from  a transitory 
adjustment  reaction  to  environmental  factors. 
This  might  be  an  adjustment  reaction  of 


316 


November,  1962 


Psychiatric  Disorders  in  Children  and  Adolescents — Voegele 


childhood  or  of  adolescence.  Mainly,  these 
children  respond  in  a certain  way  towards 
disturbances  in  the  family  balance.  They 
might  be  reacting  toward  parental  rejection, 
neglect,  overpunitiveness,  overcoercion,  over- 
indulgence  or  a broken  home.  Any  of  these 
parental  pathogens  might  be  seen  in  both  par- 
ents or  only  in  one,  or  we  may  see  different 
parental  pathogens  in  mother  and  father. 

Organic  brain  impairments  may  be  caused 
by  traumatic,  toxic  or  infectious  agents  or  by 
degenerative  changes.  They  may  be  diffuse 
or  circumscribed,  reversible  or  irreversible,  dis- 
turbances of  brain  tissue  function.  They  may 
manifest  themselves  by  behavioral  disorders, 
often  coupled  with  mental  deficiency.  All 
our  brain  damaged  children  have  behavior 
problems.  These  symptoms  initially  caused 
their  referral  to  Governor  Bacon  Health  Cen- 
ter. These  children  usually  need  to  be  kept 
in  the  hospital  for  longer  periods  of  time, 
ranging  from  a year  to  longer.  They  are  in- 
fluenced by  milieu  therapy,  occupational  and 
vocational  therapy  and  drug  treatment.  We 
found  that  many  of  them  respond  quite  well 
to  tranquilizers  or  Dexedrine  or  Dilantin. 
Several  of  these  patients  with  a low  I.Q.  are 
on  the  waiting  list  for  the  Hospital  for  the 
Mentally  Retarded  at  Stockley,  to  be  trans- 
ferred as  soon  as  bedspace  becomes  available 
there. 

Thus  we  use  whatever  treatment  seems  best 
suited  for  the  individual  patient.  However, 
we  are  well  aware  of  the  fact  that  the  complete 
recovery  of  the  patient  to  ideal  “normal”  is 
the  hoped  for  goal  of  every  therapy,  but  this 
goal  can  seldom  be  reached.  “The  ideal 
therapy  may  not  always  be  the  practical  one 


in  dealing  with  the  patient  with  emotional  and 
psychological  discomfort.  Many  compromises 
may  be  necessary  . . . Medical  idealism  needs 
to  be  tempered  with  realism  and  a perfection- 
istic  compulsion  to  cure  must  be  modified 
by  practicality.”  Often  we  have  to  be  satis- 
fied with  a social  adjustment  and  rehabilita- 
tion, especially  when  we  are  dealing  with  a 
severe  psychiatric  disorder.  We  are  not  blind 
to  the  danger  of  therapeutic  perfectionism 
which  is  dissatisfied  with  anything  short  of 
complete  reorganization  of  the  patient  in  the 
therapist’s  image.  This  is  doubtlessly  a gross 
misconception  of  a therapist’s  duty,  just  as 
gross  as  any  exclusive  approach  in  other  fields 
of  medicine.  With  respect  to  therapy,  we 
follow  Goethe’s  aphorism,  “The  master’s  mark 
is  self-restraint.” 

However,  restraint  by  outside  forces,  such 
as  lack  of  facilities  or  personnel,  is  quite  a 
different  matter.  In  order  to  improve  the 
services  for  the  patient  and  to  utilize  the 
unique  opportunities  to  the  fullest  which  this, 
the  only  comprehensive  psychiatric  hospital 
for  children  and  adolescents  in  the  State, 
offers,  research  interests  should  be  actively 
furthered  and  research  facilities  established. 
This  is  especially  important  since  in  the  field 
of  psychiatric  disorders  of  children  and  ado- 
lescents there  are  so  many  unanswered  ques- 
tions. A first  step  in  this  direction  would  be 
the  possibility  of  a follow-up  of  our  patients 
after  their  discharge.  An  affiliation  with  one 
of  the  universities  in  the  area  would  be  help- 
ful. This  hopefully  would  attract  more  quali- 
fied personnel  and  increase  financial  and  other 
support. 

References  will  be  supplied  by  the  Journal  on  request. 


A man  was  driving  by  a state  psychiatric  hospital  when  a wheel  fell  off  his 
car.  An  inmate  who  was  viewing  this  asked  why  he  did  not  take  one  burr  off 
each  wheel  and  use  them  to  replace  the  wheel  that  fell  off.  Surprised  at  this 
astute  soluition,  the  man  asked;  “Why  is  an  intelligent  man  like  you  confined 
to  this  place?”  The  patient  replied,  “I  may  be  crazy  but  I’m  not  stupid.”  This 
story  illustrates  how  we  generalize  about  the  competence  of  psychiatric  patients. 

— Editorial,  Minyienota  Medicine,  May  1962 
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SERUM  CHOLESTEROL  ELEVATION 

WITH  TRIFLUOPERAZINE  (STELAZINE)  THERAPYt 


* Studies  suggest  that  trifluoperazine  can  elevate 
serum  cholesterol,  and  thereby  may  produce  car- 
diovascular pathology.  Report  is  preliminary,  and 
cautions  generally  about  the  use  of  new  drugs. 


David  J.  Reinhardt,  III,  M.D. 
Theodore  Tausig,  M.D. 
Reinaldo  Alvarez 


The  plethora  of  psychotropic  agents  which 
have  appeared  in  the  past  decade  has  not  only 
provided  the  means  to  relieve  much  suffering, 
hut  has  also  made  drug  therapy  a progressively 
more  serious  problem.  Offered  for  use  in  all 
branches  of  medicine,  to  treat  any  degree  of 
anxiety  and  tension,  in  virtually  every  illness, 
whether  organic  or  functional,  neurotic  or 
psychotic,  these  medicaments  impose  upon 
the  practicing  physician  a deepening  responsi- 
bility If  .one  chooses  to  employ  any  of  these 
agents,  it  is  increasingly  difficult  to  select 
wisely  among  them,  to  assess  the  relative 
values,  and  particularly  the  risks,  to  patients. 
It  is  perhaps  inevitable,  even  with  the  most 
cautious  preliminary  work,  that  untoward  ef- 
fects will  occur.  Experience  has  shown  that 
such  phenomena  (categorised  as  ‘side  effects’ 
or  ‘toxic  effects’)  include  not  only  symptoms 
reported  by  patients  and  signs  noted  by  thera- 
pists, but  also  some  changes  detectable,  at 
the  outset,  only  in  the  laboratory. 

If  one  considers  that  the  human  body  is 
capable,  under  optimum  circumstances,  of 
living  well  past  100  years,  then  any  preven- 
table reduction  of  that  life  span  is  tragic. 
This  is  particularly  so  if  the  physician  un- 

tSupported  in  part  by  grants-in-aid  from  the  American  Heart  Asso- 
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wittingly  contributes  to  this  reduction. 

The  purpose  of  this  paper  is  to  report  a 
number  of  observations  on  the  association  of 
increases  in  total  serum  cholesterol  with  the 
use  of  one  psychotropic  agent,  trifluoperazine 
(Stelazine).  This  association,  which  can  be 
interpreted  as  a side-effect  of  Stelazine,  be- 
comes a source  of  serious  concern,  when  con- 
sidered in  the  light  of  the  large  amount  of 
evidence  indicating  serum  cholesterol  elevation 
as  a fore-runner  of  atherosclerotic  disease. 

In  the  United  States  cardiovascular  disease 
is  now  the  leading  cause  of  death,  and  coro- 
nary heart  disease  accounts  for  two-thirds  of 
all  heart  disease.  The  pathogenesis  of  coronary 
heart  disease  has  not  yet  been  completely 
clarified.  In  the  walls  of  arteries,  accompany- 
ing advancing  stages  of  atherosclerosis,  there 
is  an  increase  of  cholesterol  and  its  esters. 
Animal  experimentation  has  focused  more  at- 
tention on  the  cholesterol  factor.  World -wide 
studies  of  dietary  habits,  cholesterol  levels, 
and  coronary  atherosclerotic  disease  have  ad- 
duced evidence  that  the  serum  cholesterol 
level  is  a significant  etiologic  factor.  Recent 
long-term  prospective  population  studies  in 
the  United  States  constitute  a major  contri- 
bution in  this  area,  by  demonstrating  clearly 
that  a high  serum  cholesterol  level  is  a pro- 
drome of  atherosclerotic  heart  disease  in  far 
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more  cases  than  is  a low  level  of  serum  choles- 
terol. Summarizing  these  observations,  on 
nearly  10,000  persons,  for  a total  of  more  than 
88,000  man-years,  Dawber  and  Kannel  re- 
ported the  following  results,  for  males  ages 
30  to  59  years: 

( 1 ) Serum  cholesterol  values  below  200 
mgm%  are  accompanied  by  the  lowest 
incidence  of  coronary  disease. 

(2)  Serum  cholesterol  levels  between  220 
and  239  mgm%  increase  the  hazard 
of  coronary  disease,  over  the  foregoing, 
by  approximately  80%. 

(3)  Serum  cholesterol  levels  of  260  mgm% 
and  higher  are  associated  with  newly 
developing  coronary  disease  in  400% 
more  cases  than  are  cholesterol  values 
under  200  mgm%. 

The  association  of  high  values  of  serum 
cholesterol  with  atherosclerotic  heart  disease 
is  recognized  by  the  majority  of  workers  in 
this  field.  There  is  no  disagreement  that 
serum  cholesterol  is  affected  by  a number  of 
other  factors,  including  age,  sex,  diet,  emo- 
tional stress,  physical  activity,  and  various 
hormonal  changes.  It  has  been  shown  also 
that  there  is  an  appreciable  degree  of  ‘spon- 
taneous” variation  in  serum  cholesterol  in 
the  same  individual  at  different  times.  These 
latter  findings  add  to  the  difficulties  of  evalu- 
ating changes  due  to  external  influences  such 
as  drugs. 

The  preceding  sketch  of  the  magnitude  of 
the  problem  of  atherosclerosis,  and  the  role  of 
cholesterol  in  the  pathology  of  this  disease, 
presents  the  background  against  which  the 
following  studies  were  undertaken. 

Study  I 

Material  And  Method 

Early  in  1959,  as  a result  of  the  reported 
increase  in  angina  pectoris  with  the  use  of 
Stelazine,  an  evaluation  of  this  drug  was  un- 
dertaken in  relation  to  cardiovascular  disease. 
This  study  comprised  50  inpatients  at  Dela- 
ware State  Hospital  (33  male,  17  female), 
all  of  whom  were  known  or  suspected  cardio- 
vascular cases,  with  an  average  age  of  61.9 
years  (range;  44  to  81  years).  A four  weeks 


course  of  Stelazine  was  given  to  all  patients, 
in  daily  doses  of  5 to  15  mgm.  Total  serum 
cholesterol  was  measured  before  starting  the 
drug,  and  was  repeated  at  the  end  of  the  four 
weeks. 

Results 

Three  patients  failed  to  complete  the  study: 
One  died,  on  the  third  day  of  drug  therapy, 
of  acute  myocardial  infarction  (post  mortem 
performed) ; one,  diabetic,  became  stuporous, 
developed  bronchopneumonia,  was  discon- 
tinued from  the  drug,  and  died  four  weeks 
later  (no  autopsy;  silent  CVA?);  one  de- 
veloped a cerebrovascular  accident  with  a 
hypertensive  crisis  and  died  three  months  after 
completion  of  the  study.  An  additional  pa- 
tient had  a subendocardial  infarction  during 
the  course  of  taking  the  drug,  but  survived. 

In  the  47  patients  who  completed  the  study, 
comparison  of  post-drug  with  pre-drug  serum 
cholesterol  values  disclosed  an  average  in- 
crease of  35  mgm%.  (Range  of  change:  — 91 
to  +178  mgm%).  All  patients  in  the  study 
were  checked  as  to  physical  activity,  body 
weight,  dietary  patterns,  and  smoking  habits. 
None  of  these  factors  appeared  to  correlate 
with  the  increase  in  cholesterol  levels. 

Comment 

At  that  time,  these  results  were  considered 
interesting  enough  to  warrant  further  inves- 
tigation, but  not  publication. 

Study  II 

Material  And  Method 

This  invesigation  was  undertaken,  in  1961, 
to  explore  further  the  relationship  between 
Stelazine  and  serum  cholesterol.  At  the  Hos- 
pital for  the  Mentally  Retarded,  in  George- 
town, Delaware,  four  groups  were  chosen,  each 
of  15  patients,  each  group  being  at  a different 
level  of  intelligence.  Patients  known  to  have 
genetic,  metabolic,  endocrine,  or  infectious 
diseases  were  excluded.  All  patients  studied 
were  therefore  presumed  to  be  mentally  defec- 
tive on  the  basis  of  traumatic  brain  damage. 
Ten  patients  in  each  group  (thus  a total  of 
40)  received  Stelazine,  from  4 to  8 mgm  daily, 
for  4 weeks;  the  other  5 in  each  group,  total- 
ling 20,  had  no  medication.  Average  age  of 
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the  Stelazine  patients  was  28.2  years;  the 
control  group’s  average  age  was  32.4  years. 
Total  serum  cholesterol  was  measured  in  all 
patients,  3 times  in  2 weeks  prior  to  the  4 
weeks  period  of  drug  administration,  weekly 
during  that  period,  and  weekly  for  2 times 
afterward.  The  entire  group  was  closely  ob- 
served by  special  nurses  for  alteration  of  ac- 
tivity (including  eating,  smoking,  and  sleep- 
ing), body  weight,  pulse,  and  blood  pressure. 
Results 

The  base-line  serum  cholesterol  was  figured, 
in  each  case,  as  the  average  of  the  first  and 
third  tests.  Results  of  second  pre-treatment 
tests  were  excluded  from  the  study,  because 
of  the  finding  that  in  every  patient  of  one 
group  (high  grade  defective),  the  second  cho- 
lesterol was  moderately  elevated,  whereas  the 
third  cholesterol  approached  the  original  level. 
This  interesting  effect,  it  is  speculated,  may  be 
due  to  stress  of  anticipation  of  the  second 
venipuncture  and  ‘adaptation’  to  the  prospect 
of  the  third,  in  the  least  dull  (most  sensitive) 
of  the  4 groups  of  mentally  retarded  patients. 
Comparing  the  cholesterol  base-line  with  the 
value  at  the  end  of  the  4 weeks  therapy 
period,  the  40  patients  receiving  Stelazine 
showed  a mean  increase  of  4 mgm% — no 
significant  difference.  However,  the  20  con- 
trol patients,  compared  similarly,  showed  a 
mean  reduction  in  cholesterol  of  17  mgm%, 
thus  reaching  a level  of  21  mgm%  lower  than 
the  medicated  group.  Two  weeks  after  Stela- 
zine was  discontinued,  the  difference  was  less, 
but  still  the  mean  cholesterol  in  the  control 
group  was  8 mgm%  lower  than  that  in  the 
treated  group.  (Fig.  1). 

The  other  factors  which  were  observed — 
degree  of  activity,  weight,  pulse,  and  blood 
pressure — showed  no  significant  change. 

Comment 

Despite  the  unimpressive  size  of  these 
changes,  they  suggest  the  interpretation  that 
a trend  towards  decrease  in  the  cholesterol 
level  with  repeated  venipuncture,  as  seen  in 
the  control  patients,  was  counteracted  by 
Stelazine.  This  offers  additional  evidence  for 
a hypercholesterolemic  effect  during  therapy 
with  this  drug. 


Figure  1.  (Study  II) 

Stelazine  and  Control  Groups: 
Comparison  of  Mean  Cholesterol  Changes. 


S line  weeks  v/eeks 

^ (End  of  after 

therapy)  end  of  therapy 

Study  III 

Material  And  Method 

Beginning  later  in  1961,  observations  were 
made  in  a series  of  15  inpatients  at  Delaware 
State  Hospital  unselected  as  to  age  (range: 
18-64  years;  average:  36.4  years),  sex,  race, 
diagnosis,  length  of  illness,  length  of  hospital- 
ization, cardiovascular  status,  or  drug  dosage, 
all  of  whom  were  receiving  either  Stelazine 
alone,  Stelazine  plus  chlorpromazine  (Thora- 
zine), or  Stelazine  plus  imipramine  (Tofranil). 
All  drugs  were  ordered  independently  of  the 
investigator’s  influence.  In  the  entire  group, 
the  Stelazine  daily  dosage  range  was  from  4 
to  45  mgm;  the  most  frequent  daily  dosage 
was  10  mgm,  occurring  during  part  or  aU  of 
the  course  for  12  patients,  and  occupying  more 
than  half  of  the  total  number  of  patient-days. 
The  total  serum  cholesterol  was  measured  in 
each  patient  for  a single  pretreatment  base- 
line reading,  usually  on  the  day  of  starting  the 
drug  (but  in  some  cases  earlier),  and  then  at 
weekly  intervals  after  the  beginning  of  drug 
therapy. 

Results 

The  trend  observed  in  serum  cholesterol 
is  demonstrated  in  Table  I,  which  lists  cho- 
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lesterol  values  before  treatment  and  after  5 
and  10  weeks  of  therapy,  and  the  change  from 
base-line  at  5 and  10  weeks.* 

TABLE  I (STUDY  III) 

Stelazine  Group:  Changes  in  Serum  Cholesterol 
Cholesterol  (mgm%)  Cholesterol 


After  After  Change  from 
5 wks.  10  wks  baseline  mgm% 


Case 

Base- 

Stel- 

Stel- 

At  5 

At 

10 

No. 

line 

azine 

azine 

wks. 

wks. 

1 

321 

387 

410 

+ 

66 

+ 

89 

2 

266 

273 

297 

+ 

7 

+ 

31 

3 

270 

297 

312 

+ 

27 

+ 

42 

4 

226 

259 

259 

33 

+ 

33 

5 

212 

280 

225 

+ 

68 

+ 

13 

6 

239 

259 

280 

+ 

20 

+ 

41 

7 

423 

399 

399 

— 

24 

— 

24 

8 

238 

280 

297 

+ 

42 

+ 

59 

9 

266 

297 

297 

+ 

31 

+ 

31 

10 

225 

303 

288 

+ 

78 

+ 

63 

11 

285 

331 

341 

+ 

46 

+ 

56 

12 

239 

342 

374 

-1-103 

-1-135 

13 

232 

251 

266 

-h 

19 

+ 

34 

14 

151 

285 

312 

-hl34 

4-161 

15 

273 

279 

312 

+ 

6 

+ 

39 

MEAN 

+ 

44 

+ 

54 

In  14  of  the  15  cases,  the  total  serum  cho- 
i lesterol  after  5 weeks  on  the  drug(s)  was 

; higher  than  the  base-line  level.  At  10  weeks, 

i 10  of  these  14  had  still  higher  levels,  2 others 

had  the  same  elevated  levels  as  at  5 weeks, 
and  the  remaining  2 had  decreased  from  the 
I 5 weeks  level  (though  still  above  the  base- 

I line).  Compared  with  base-line,  the  mean 

[ change  at  5 weeks  was  +44  mgm%,  and  at 

! 10  weeks,  +54  mgm%. 

I’ 

Comment 

I 

1 These  results  clearly  demonstrate  an  in- 

crease in  total  serum  cholesterol  accompany- 
ing Stelazine  therapy.  From  this  study  it 
may  be  inferred  that  the  4 weeks  period,  as 
||  used  in  the  earlier  2 studies,  is  too  short  to 
I show  maximal  changes  in  serum  cholesterol. 


*At  5 weeks,  deviation  from  precisely  35  days  occurred,  in  8 
cases,  amounting  to  ± I or  2 days.  At  10  weeks,  deviation  from 
precisely  70  days  occurred  in  8 cases,  ranging  from  —6  to  +2  days, 
averaging  —0.6  day. 


Study  IV 

Material  And  Method 

In  1962,  to  provide  control  data  for  the 
antecedent  Study  III,  2 series  of  inpatients 
were  collected  at  Delaware  State  Hospital. 
These  patients  were  chosen  by  the  criterion 
of  not  receiving  Stelazine  therapy,  but  were 
otherwise  unselected.  Total  serum  choles- 
terol was  determined,  as  a base-line,  within  4 
days  after  admission,  and  at  2 different  in- 
tervals later.  In  one  series,  16  patients,  of 
age  range  17-81  years,  averaging  48.3  years, 
the  cholesterol  was  repeated  at  approximately 
5 weeks  after  base-line  (range;  30-38  days; 
average:  35  days).  In  the  other  series,  7 
patients,  of  age  range  18-66  years,  averaging 
42.9  years,  the  cholesterol  was  remeasured  at 
approximately  10  weeks  after  base-line 
(range:  64-79  days;  average:  71  days). 

Treatment  of  all  of  these  patients  was  pre- 
scribed independently  of  the  investigation. 
In  the  first  series,  during  the  5 weeks,  all  16 


patients 

received  1 

or  more 

psychotropic 

TABLE  II 

(STUDY  IV) 

Serum 

Control  Group: 
Cholesterol  Changes  at 

5 Weeks 

Cholesterol 

(mgm%) 

Cholesterol 
change  from 
baseline  at 

Case  No. 

Baseline 

5 wks. 
later 

5 weeks 
(mg:m%) 

16 

266 

218 

— 48 

17 

206 

251 

4-  45 

18 

297 

225 

— 72 

19 

341 

288 

— 53 

20 

231 

273 

4-  42 

21 

266 

188 

— 78 

22 

288 

218 

— 70 

23 

172 

218 

-1-  46 

24 

244 

188 

— 56 

25 

331 

225 

—106 

26 

352 

280 

— 72 

27 

399 

225 

—174 

28 

341 

206 

—135 

29 

248 

374 

4-126 

30 

399 

331 

— 68 

31 

303 

206 

— 97 

MEAN 

— 48 

November,  1962 


321 


Delaware  Medical  Journal 


drugs.  In  the  second  series,  within  the  10 
weeks,  all  but  1 of  the  7 patients  received  1 
or  more  psychotropic  drugs. 


TABLE  III  (STUDY  IV) 

Control  Group: 

Serum  Cholesterol  Changes  at  10  Weeks 


Case  No. 

Cholesterol 

(mgm%) 

10  wks. 

Baseline  later 

Cholesterol 
change  from 
baseline  at 
10  weeks 
(mgm%) 

32 

231 

206 

—25 

33 

273 

188 

—85 

34 

331 

321 

—10 

35 

288 

251 

—37 

36 

312 

374 

+ G2 

37 

231 

156 

—75 

38 

374 

321 

—53 

MEAN 

—32 

Results 

Individual 

changes,  and  mean  change,  in 

the  5 weeks 

series  are 

shown  in  Table  II. 

Similar  data 

for  the  10 

weeks  series  appear 

in  Table  III. 

Mean  changes  from  base-line 

cholesterol  at  5 weeks 

and  10 

weeks  were. 

respectively,  — 48  and  — 32  mgm%. 

Comment 

The  appreciable  decrease  in  cholesterol 
noted  here  stimulates  speculation  about  its 
cause.  Conceivably  it  is  related  to  the  cir- 
cumstances that  these  patients,  as  a group, 
were  rather  freshly  arrived  in  the  hospital. 
This  would  not  apply,  however,  to  the  control 
group  in  Study  II,  which  also  experienced  a 
fall  in  cholesterol.  Pending  the  acquisition 
of  more  cases,  it  is  probably  wise  to  refrain 
from  exerting  much  effort  to  explain  this  phe- 
nomenon. Meanwhile,  the  results  in  this 
control  group,  without  Stelazine,  showing  no 
cholesterol  rise,  can  be  viewed  as  not  contra- 
dicting the  hypothesis  that  Stelazine  therapy 
is  associated  with  elevation  of  serum  choles- 
terol. 

Studies  III  And  IV,  Compared 

Results 

Comparison  of  the  Stelazine  and  control 
patient  groups,  as  to  mean  change  in  choles- 


terol level  at  5 weeks  and  at  10  weeks,  dis- 
closes a statistically  significant  difference  at 
each  point  in  time.  The  5 weeks  results,  -f  44 
mgm%  and  —48  mgm%,  yield  a t of  4.21, 
disproving  the  null  hypothesis  at  p<.01  level 
of  confidence.  For  the  10  weeks  results,  -f54 
mgm%  and  —32  mgm%,  t = 3.90,  and 
p<.01.  Another  way  of  stating  these  results 
is  that  at  5 weeks,  the  2 figures,  from  Stelazine 
and  control  groups  respectively,  exhibit  a di- 
vergence of  92  mgm%;  i.e.,  in  the  Stelazine 
group  the  serum  cholesterol  averaged  92 
above  that  of  the  control  group;  and 
the  analogous  divergence  at  10  weeks  is  86 
These  relationships  are  graphed  in 

Figure  2. 


Figure  2.  (Studies  III  & IV) 
Stelazine  and  Control  Groups: 
Comparison  of  Mean  Cholesterol  Changes 


line  vreeks  v/eeks 

Comment 

No  data  were  obtained  of  the  intraindividual 
‘spontaneous’  variability  in  serum  cholesterol. 
However,  the  magnitude  of  the  differences 
noted  between  the  means  of  the  2 groups  is 
considerably  greater  than  the  likely  intra- 
individual variations,  e.g.  such  as  measured 
by  Anderson  and  Keys.  It  is  therefore  prob- 
able that  the  calculated  significance  has  a 
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real  basis.  These  comparisons,  then,  distinctly 
support  the  hypothesis  that  Stelazine  therapy 
is  associated  with  an  elevation  of  serum  cho- 
lesterol. 

Discussion 

It  is  emphasized  that  this  is  a preliminary 
report.  The  number  of  cases  presented  cannot 
justify  a definitive  conclusion.  Although  it  ap- 
pears that  total  serum  cholesterol  rises  during 
therapy  with  Stelazine,  further  work  is  de- 
sirable to  confirm,  contradict,  or  qualify  this 
finding.  Extension  of  this  study  is  in  progress 
by  the  authors.  Other  investigators,  it  is 
hoped,  will  be  stimulated  to  study  this  prob- 
lem. 

Several  aspects  of  the  matter  deserve  closer 
attention:  One  of  these  is  the  need  for  treat- 
ment and  control  groups  which  are  more  pre- 
cisely comparable.  Another  is  the  comparison 
of  patients  on  various  drugs,  and  comparison 
of  drug- treated  patients  with  (currently  rare) 
non-medicated  patients.  Correlative  studies 
of  other  blood  lipids,  and  of  changes  in  the 
cardiovascular  status  of  patients,  should  also 
help  to  settle  the  question. 

Until  more  thorough  study  is  accomplished, 
no  physician  can  firmly  base  his  practice  on 
the  data  and  the  hypothesis  reported  here. 
But  every  physician  can,  and  should,  in  the 
authors’  opinion,  share  the  spirit  which  moti- 
vated this  work,  namely  a sober  concern  about 


the  subtle  and  deleterious  chemical  changes 

which  may  occur  with  drug  therapy. 

Summary  And  Conclusions 

1.  3 studies  of  hospital  patients  are  described, 
each  demonstrating  a tendency  toward  ele- 
vation of  total  serum  cholesterol  during 
therapy  with  trifluoperazine  (Stelazine). 

2.  A fourth  study  is  presented,  of  hospital 
patients  not  taking  Stelazine,  which  shows 
a decrease  of  serum  cholesterol  over  a 5 
weeks  and  a 10  weeks  period. 

3.  The  results  of  these  studies  are  viewed  as 
evidence  that  Stelazine  may  induce  an  ab- 
normality of  lipid  metabolism,  one  mani- 
festation of  which  is  an  elevation  of  total 
serum  cholesterol.  It  is  acknowledged  that 
a large  number  of  patients  is  desirable, 
with  stricter  controls.  Yet  the  data  seem 
clearly  to  indicate  the  foregoing  conclusion. 

4.  This  conclusion  carries  possible  implica- 
tions of  cardiovascular  hazard.  Further 
work  is  necessary,  including  measurement 
of  other  lipids  in  blood,  evaluation  of  car- 
diovascular status,  and  investigation  to 
explain  how  this  biochemical  change  is 
produced. 


NOTE:  Appreciation  is  expressed  to  the  following:  Robert  L. 

Dewees,  M.D.,  for  his  advice  and  help  in  Study  II;  Mrs. 
Shirley  Roebke,  Laboratory  Technician,  for  help  in  Study 
III  and  IV;  Mr.  Harry  Pennington,  for  assistance  with 
statistical  analysis. 


References  will  be  supplied  by  the  Journal  on  request. 


CLINICAL  NOTICES  AND  MEETINGS 

The  next  examination  for  Certification  in  Occupational  Medicine  will  be  held 
March  16,  17  and  18  at  the  Sheraton-Park  Hotel  in  Washington,  D.C.,  preceding  the 
Annual  Meeting  of  the  Industrial  Medical  Association.  Applications  should  be  sent 
to  Tom  F.  Whayne,  M.D.,  Secretary-Treasurer,  American  Board  of  Preventive  Medicine, 
4219  Chester  Avenue,  Philadelphia  4,  Pa. 

A Medico-Legal  Symposium  will  be  held  by  the  A.M.A.  at  the  American  Hotel 
in  Miami  Beach,  Florida,  on  Friday  and  Saturday,  March  8-9,  1963.  The  AMA  solicits 
the  active  interest  and  cooperation  of  all  physicians  in  the  State. 

The  Diabetes  Association  of  the  District  of  Columbia  will  hold  a one-day  sym- 
posium on  the  current  aspects  of  diabetes,  at  the  Washington  Hospital  Center;  regis- 
tration fee  will  be  $5,  to  include  a luncheon.  Interns  and  residents  will  be  admitted 
free  without  a luncheon.  Date:  Thursday,  December  13,  1962. 
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The  Role  of  the  Clinical  Psychologist 


REPORT  OF  A CASE 


Sheldon  W.  Weiss,  Ph.D. 


If  the  family  unit  is  to  remain  as  the  basic 
institution  of  our  society,  we  must  assume 
that  in  order  to  have  a strong  and  healthy 
society,  we  must  have  strong  and  healthy 
marriages.  At  the  present  time  a million 
couples  will  go  to  marriage  counsellors  with 
another  two  or  three  millon  who  should  go 
for  assistance  in  solving  their  marital  conflicts 
and  problems.  Despite  the  fact  that  fifty  to 
eighty-five  per  cent  of  couples  seeing  marital 
counsellors  do  obtain  the  help  for  their  mar- 
riage that  they  seek,  almost  a million  men, 
women  and  children  will  be  directly  affected 
by  divorce  within  the  United  States  this  year. 
The  following  case  is  presented  to  illustrate 
the  role  a clinical  psychologist  can  play  in 
marital  counselling  under  the  aegis  of  the 
State  Mental  Hygiene  Clinic. 

The  20th  century  is  witness  to  the  meteoric 
advances  of  technological  knowledge  and  the 
changes  that  have  resulted  therefrom  in  man’s 
behaviour.  Almost  every  aspect  of  human 
behaviour  has  been  affected  by  these  advances 
and  although  we  are  on  the  horizon  of  inter- 
planetary exploration  and  communication,  the 
social  controls  that  formerly  operated,  more 
or  less  affectively  between  peoples,  have  mark- 
edly lessened.  Many  weaknesses  within  the 
family  structure  have  occurred  and  definitions 


Dr.  Weiss  is  Chief  Clinical  Psychologist,  State  Mental  Hygiene 
Clinics,  Farnhurst,  Delaware. 


of  role  within  the  family  unit  have  been 
weakened  or  entirely  lost  or  radically  altered. 
A rising  divorce  rate,  a rising  rate  in  juvenile 
crime  and  a lessening  of  marital  bonds  and 
fidelity,  have  all  been  cited  as  demonstrative 
of  these  changes.  In  Mental  Hygiene  Clinics 
throughout  the  United  States,  a noticeable 
increase  in  referrals  of  both  husband  and  wife 
for  marital  counseling  has  occurred.  The  fol- 
lowing case  is  offered  as  illustrative  of  this 
current  situation. 

We  shall  call  the  patient  Mrs.  Mary  Smith 
for  purposes  of  anonymity.  Mrs.  Smith,  when 
first  seen  by  the  author  was  twenty-four  years 
of  age,  married  for  seven  years,  mother  of 
three  children  ( girls,  ages  three  and  four  and 
a two  year  old  boy)  and  had  attended  one 
year  of  college  prior  to  marriage. 

When  Mrs.  Smith  was  brought  to  the  at- 
tention of  the  Mental  Hygiene  Clinic  the 
referral  stated:  “Despondent;  feels  confused; 
strong  feelings  of  inadequacy;  unable  to  re- 
late well  to  her  husband  and  numerous  mari- 
tal problems.”  When  the  subject  was  first 
seen  by  this  examiner,  she  was  initially  shy 
and  withdrawn  and  appeared  markedly  de- 
pressed, crying  on  many  occasions  throughout 
the  session.  Mrs.  Smith  stated  that  she  has 
become;  “unreasonablly  angry  and  depressed 
lately”  and  had  much  resentment  against  her 
husband  and  her  whole  family.  She  further 
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stated  she  had  very  little  patience  with  her 
three  children  and  in  general  feels  very  guilty 
“about  everything.”  Mrs.  Smith  states  she 
had  been  seeing  her  family  physician  for  the 
past  several  years  and  has  been  on  tranquiliz- 
ing  medication  for  the  past  year  with  little, 
if  any,  positive  results. 

Concerning  her  relationship  with  her  hus- 
band, Mrs.  Smith  stated: 

“At  times  my  husband  becomes  so  unreasonable. 
I’m  so  tired  all  the  time  and  I get  terrible  headaches 
when  I get  upset.  Sometimes  my  husband  teases 
me  about  my  weight  because  he  knows  it  will  annoy 
me.  When  I married  my  husband,  I was  only  nine- 
teen and  a very,  very  unhappy  person.  My  husband 
is  a good  man  and  reminds  me  an  awful  lot  of  my 
father.  Sometimes  I think  he’s  too  good  for  me. 
Sometimes  I don’t  even  know  why  he  married  me. 
I know  he  loves  me  or  he  wouldn’t  put  up  with  me. 
I met  him  at  the  Mardi  Gras  in  New  Orleans.  It 
was  on  March  2nd  and  on  March  20th  we  were 
married.  Sometimes,  I feel  I would  like  to  com- 
pletely disappear  from  the  face  of  the  earth.  Seems 
like  everything  I’ve  done  is  so  futile,  I never  could 
satisfy  myself.” 

Results  Of  Initial  Examinations 

Initial  psychological  examination  revealed  a 
bright-normal  individual  with  an  IQ  of  115. 
There  were  no  cardinal  signs  of  any  intel- 
lectual deterioration  or  regression  although 
her  present  emotional  state  was  taking  a toll 
on  her  intellectual  efficiency.  The  projective 
techniques  revealed  a moderate  degree  of 
emotional  maladjustment  witnessed  by  many 
shading  and  color  responses  on  the  Rorschach 
Test  and  a moderate  state  of  depression  and 
anxiety  was  noted.  The  dependence  upon 
color  as  a main  determinant  reflects  the  sub- 
ject’s superficiality,  narcissism  and  emotional 
lability.  Mrs.  Smith  was  fraught  with  in- 
decisiveness and  doubt  with  many  obsessive- 
compulsive  personality  facets.  She  also  had 
a great  deal  of  difficulty  in  recognizing  her 
strong  dependency  needs  as  well  as  her  needs 
for  egocentric  gratification. 

Psychiatric  examination  revealed:  “no  or- 
ganic or  psychotic  manifestations”  with  the 
subject  being  diagnosed:  “Psychoneurosis, 

anxiety  type  with  depressive  features.”  In 
discussing  her  marriage,  the  psychiatrist 
stated  that  the  subject  felt  her  husband  was 
not  prepared  to  get  married  at  the  time  he 


did.  Mrs.  Smith  stated  that  she  only  knew 
her  husband  a few  weeks  when  she  became 
impregnated  by  him  but  that  he  stated  he 
wanted  to  marry  her  exclusive  of  the  preg- 
nancy. Psychotherapy  was  recommended. 

Mrs.  Smith  was  seen  by  the  author  in  thera- 
peutic sessions  for  over  a year  and  a half 
during  which  time  her  husband  was  also 
brought  in  for  joint  counseling. 

Dream  Analysis 

Toward  the  end  of  the  therapeutic  relation- 
ship, the  subject  reported  a dream  which 
tended  to  condense  the  dynamics  of  her  per- 
sonality and  her  problem.  The  subject  stated: 

“I  had  a dream,  a most  unusual  dream.  I saw 
a copy  of  the  Rubiyat  of  Omar  Khayham.  It  was 
opened  to  the  page  where  in  bold  letters,  I saw  the 
saying:  ‘I  shot  my  soul  into  the  heavens  and  it  re- 
turned to  me  saying,  I am  both  heaven  and  hell.’ 
I remember  looking  at  this  and  pondering  its 
meaning.  I can  remember  my  thoughts,  am  I both 
heaven  and  hell?  Can  a person  be  both  sinner  and 
saint  at  the  same  time?” 

“Then  I thought  of  the  times  that  I did  or  had 
ideas  that  I thought  were  so  evil  and  dirty  and 
yet  at  times  I think  of  my  children  and  the  good 
feelings  I have  towards  them  and  their  welfare. 
Then  I remember  getting  very  angry,  mad,  and 
asking  myself:  why  am  I so  frustrated?  Why  can’t 
my  husband  and  I get  along  better?  Why  the 
fights,  the  arguments,  disagreements,  disgust,  anger? 
The  feeling  that  I’m  about  to  bust,  scream,  throw 
things,  hurt!  Then  I quiet  down  and  begin  to  think 
of  other  things.  Am  I dissatisfied  with  my  role  in 
life  Do  I really  like  being  married,  being  a mother, 
having  the  responsibilities  of  a home,  husband, 
family?  What  about  me?  As  a person,  as  a wife 
and  as  a mother.  Do  I really  have  doubts  that  I 
can  perform  any  of  these  things?  Why  haven’t  I 
received  the  good  things  in  life  that  I’ve  always 
hoped  and  prayed  for?  Then  I begin  to  feel  guilty, 
maybe  it’s  because  of  the  things  I have  done  to 
others  and  get  mad  at  myself.  Or  I think  maybe, 
sometimes,  it’s  because  of  what  others  have  done 
to  me,  like  my  parents,  boyfriends,  relatives  and 
now  my  husband.  Or  maybe  it’s  a combination  of 
both  factors — what  I have  done,  and  what  others 
have  done  to  me!  Then  the  guilt  turns  to  anger 
and  aggression.  I get  a sick  feeling.  I want  to 
run  and  I want  to  stay  at  the  same  time.  But  I 
have  to  know,  and  to  where  I will  run  Or  if  I stay 
how  will  I take  the  guilt,  hostility,  frustration  and 
dissatisfaction  that  seems  always  present?  Must 
I always  be  angry?  Must  I always  feel  I have  to 
get  even  with  everyone.  Must  I always  fight  back? 
Why  am  I this  way?” 
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At  this  point,  the  subject  was  able  to  look 
into  her  own  motivation  and  feelings  concern- 
ing herself  and  her  husband  and  was  able  to 
distinguish  her  own  frustrations  from  those 
resulting  from  her  marriage.  Within  a few 
short  months  following  this  dream  and  the 
interpretations  surrounding  it,  the  subject 
began  to  get  closer  to  her  husband  and  family, 
feeling  less  despondent  and  depressed,  ap- 
peared to  be  getting  more  satisfaction  out 
of  housekeeping  and  her  role  as  a housewife 
and  in  general  had  a much  better  adjustment 
to  herself,  her  family  and  the  community. 

She  was  able  to  take  a part-time  job  which 
gave  her  a great  deal  of  satisfaction  and  per- 
sonal achievement;  was  able  to  relate  much 
better  and  more  lovingly  to  her  husband  and 
appeared  to  be  genuinely  satisfied  with  her 
home  and  family.  Through  marital  counseling, 
each  of  the  marriage  partners  were  helped  to 


see  each  other  in  clear  perspective  and  to  un- 
derstand themselves  better.  Each  learned 
that  they  must  not  try  to  blame  the  other 
and  to  realize  that  disagreement  does  not 
necessarily  mean  inalterable  conflict.  Both 
Mr.  and  Mrs.  Smith  were  able  to  learn  how 
to  assess  the  dynamics  of  their  marriage  and 
to  reduce  the  numerous  conflicts  that  were 
present.  Through  counseling,  each  was  able 
to  accept,  understand  and  to  communicate 
better  with  each  other  and  to  discover  a new 
relationship  within  their  marriage. 

It  has  been  stated  that  a marriage  counselor 
“acts  as  a kind  of  canvas  on  which  the  subject 
paints  a picture  of  his  situation;  then  he  can 
stand  back  and  take  a good  look.”  Through 
the  subject’s  efforts,  the  marriage  counselor 
can  help  the  marital  partners  make  their  own 
adjustments;  he  can  never  make  it  for  them. 


PROGRAM  HIGHLIGHTS  OF  DAGP  SCIENTIFIC  ASSEMBLY 

The  Eleventh  Annual  Scientific  Assembly  of  the  Delaware  Academy 
of  General  Practice  will  be  held  in  the  Academy  of  Medicine  on  Saturday, 
December  8,  1962.  The  Program  Committee  has  arranged  the  following 
scientific  lectures. 

“The  Status  of  General  Practice  in  Modern  Medical  Undergraduate 
Education” — Robert  M.  Bucher,  M.D.,  Dean,  Temple  University  School 
of  Medicine. 

“Endocrine  Control  of  Renal  Function,  Including  the  Role  of  Aldo- 
sterone”— Frederic  C.  Bartter,  M.D.,  Chief,  Section  of  Clinical  Endo- 
crinology— National  Heart  Institute,  National  Institutes  of  Health,  Be- 
thesda,  Maryland. 

“Diagnosis  and  Treatment  of  the  More  Common  Endocrinopathies” 
Perry  S.  MacNeal,  M.D.,  Associate  Professor  of  Clinical  Medicine,  University 
of  Pennsylvania  School  of  Medicine. 

“Diagnosis  and  Treatment  of  Cancer  of  the  Head  and  Neck”  T.  Cran- 
dall Alford,  M.D.,  Associate  Medical  Director,  George  Washington  University 
Cancer  Clinic. 

All  interested  physicians  are  invited  to  attend. 
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PARENTAL  CONFLICT 


A Precipitating  Factor  In 
Emotional  Disturbances  of  Children 


• Emotional  difficulties  of  children  often  reflect 
discord  between  parents  in  the  home.  Treating 
the  parents  is  an  integral  part  of  the  therapeutic 
regime  for  the  child.  This  article  makes  clear 
the  need  for  reaching  and  educating  the  parents 
early  if  we  ever  hope  to  decrease  the  spiraling 
incidents  of  childhood  maladjustment. 


Sheldon  Schweidel 


One  of  the  accepted  and  tested  principles 
in  the  mental  health  field  is  that  a direct  re- 
lationship exists  between  a child’s  emotional 
disturbance  and  the  atmosphere  of  the  home 
in  which  he  lives. 

Where  there  is  parental  strife  and  discord, 
it  is  inevitable  that  the  child  will  manifest 
emotional  problems.  The  obvious  theory 
simply  presented  is  that  a child  does  not 
exist  in  a vacuum.  Rather,  she  is  a member 
of  a family  group  and  everything  that  affects 
the  parents  also  affects  him.  Thus,  feelings 
of  love  and  joy  between  the  parents  is  re- 
flected in  the  child  feeling  accepted;  similarly, 
the  feeling  of  worry,  anxiety,  and  appre- 
hension is  reflected  in  the  child  feeling  despair 
and  uncertainty. 

Dr.  J.  C.  Flugel  states  “that  the  psycho- 
logical atmosphere  of  the  home  life  with  the 
complex  emotions  and  sentiments  aroused  by, 
and  dependent  on,  the  various  family  rela- 
tionships must  exercise  a very  considerable 
effect  on  human  character  and  development.” 


Sheldon  Schweidel  is  Chief  Psychiatric  Social  Worker,  Mental 
Hygiene  Clinic,  Farnhurst.  Delaware. 


The  direct  flow  of  emotions  from  parent 
to  child,  has  resulted  in  the  creation  of  the 
“team  approach”  in  dealing  with  emotionally 
upset  children.  This  method  enables  a thor- 
ough exploration  of  the  total  “internal  and 
environmental”  factors  that  impinge  on  a 
child’s  emotional  health.  Specially  trained  ex- 
perts— the  psychiatrist,  clinical  psychologist, 
and  the  psychiatric  social  worker,  collaborat- 
ing closely,  are  able  to  assist  in  the  diagnostic 
evaluation  and  therapeutic  regime.  The  social 
worker  interviews  parents  or  parent  sur- 
rogates to  learn  more  about  the  child  and  the 
relationships  among  family  members.  The 
psychologist  administers  tests  to  the  child  to 
determine  how  he  feels  and  reacts  to  situa- 
tions. The  psychiatrist  has  this  data  avail- 
able at  the  time  he  interviews  the  child  in 
in  order  to  evaluate  clinically  the  youngster’s 
adjustment  possibilities. 

The  Mental  Hygiene  Clinics  of  Delaware, 
established  to  offer  a diagnostic  and  treatment 
service  to  all  Delaware  citizens,  has  as  its 
foundation  the  team  concept  described  above. 
This  has  enabled  the  staff  to  adhere  to  the 
concept  that  no  child  receive  treatment  with- 
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out  also  treating  concomitantly  the  parents 
or  parent  surrogates. 

By  tradition  it  has  become  the  responsibility 
of  the  social  service  department  to  counsel 
with  the  parents.  Specialized  professional 
training  in  a graduate  school  of  social  work, 
leading  toward  a Master’s  Degree,  equips  the 
social  worker  to  understand  parent-child  re- 
lationships as  well  as  other  significant  inter- 
personal relationships  within  the  family. 

Experience  in  the  Mental  Hygiene  Clinic 
has  revealed  that  when  a child  is  referred  one 
also  finds  serious  problems  between  the  par- 
ents. Separation  and  divorce,  martial  con- 
flict, flagrant  aggression,  alcoholism,  sexual 
abuse  are  not  uncommon  parental  difficulties. 
Loaded  down  with  hostility,  tension,  frustra- 
tion, and  hopelessness,  parents  are  too  tied  up 
with  their  own  problems  to  give  the  necessary 
mental  health  ingredients  to  their  children. 

A Training  Ground  For  Living 

Family  life  is  the  training  ground  for  living. 
It  is  during  the  early  years  that  patterns  for 
living  are  shaped.  Parents  have  the  major 
responsibility  for  providing  the  kind  of  atmos- 
phere conducive  to  the  development  of  sound 
mental  health.  If  mother  and  father  are  able 
to  offer  encouragement  and  emotional  support 
to  each  other,  their  strength  will  be  felt  by 
their  children.  Helping  parents  with  their 
difficulties  is  a vital  force  in  treating  the  child. 

Dr.  Nathan  Ackerman  writes  “the  manner 
in  which  parents  characteristically  show  their 
love  for  one  another  and  for  their  children 
is  of  utmost  significance  in  determining  the 
emotional  climate  of  the  family.  When  the 
parents  love  one  another,  the  child  loves; 
when  the  parents  hate  one  another,  the  child 
is  compelled  to  side  with  one  against  the 
other.  This  induces  fear  and  guilt.” 

To  help  these  children  perforce  means  in- 
volving the  parents;  to  counsel  them  with  their 
mutual  problems.  Without  such  help,  therapy 
for  the  child  is  of  limited  value.  There  is 
serious  question  whether  children  should  re- 
ceive therapy  without  the  active  cooperation 
and  involvement  of  the  parents. 

To  illustrate  the  way  the  problems  of  par- 


ents influence  a child’s  development,  we  cite 
the  following  cases  seen  in  the  Mental  Hygiene 
Clinic  (only  the  names  are  disguised — other 
facts  and  information  are  as  we  have  them). 

Case  Reports 

Henry,  a 15  year  old,  tall,  well-developed, 
handsome  lad  was  referred  by  a social  agency 
because  he  was  failing  in  school  and  had  en- 
gaged in  an  act  of  voyeurism.  Henry  is  ex- 
tremely bright  and  scored  above  125  in  the 
intelligence  tests.  He  is  timid,  somewhat 
withdrawn  and  inhibited,  and  related  only 
superficially  in  the  examinations.  He  was 
described  as  adolescent  reaction  with  strong 
schizoid  proclivities.  He  was  assigned  to  ther- 
apy on  a twice  a week  basis  since  we  felt  he 
had  many  personality  strengths  warranting 
intensive  therapeutic  intervention.  Interviews 
with  parents,  revealed  serious  marital  and 
personal  conflicts.  Father  is  a man  of  high 
ideals,  relatively  intelligent  but  mild  and  pas- 
sive. He  recently  lost  his  job  but  did  not 
actively  seek  another,  and  is  apt  “to  let  things 
ride”  rather  than  meet  a problem.  Mother 
is  direct  in  speech,  aggressive  but  emotionally 
distant  and  cold,  preoccupied  with  events 
that  happened  years  ago,  and  difficult  to 
follow  in  her  speech.  Mother  and  father  were 
forever  at  odds  with  each  other.  He  appar- 
ently retaliated  for  her  nagging  by  refusing  to 
take  care  of  necessary  chores  around  the 
house.  This  only  aggravated  her  and  intensi- 
fied their  difficulties. 

The  social  service  department  interviewed 
these  parents  alone  and  at  times  together. 
Gradually  father  was  able  to  gain  insight  into 
the  part  he  played  in  his  son’s  problems.  He 
finally  secured  a job  with  a lead  we  suggested. 
He  has  become  closer  to  the  patient  and  more 
understanding  of  the  mother.  In  the  inter- 
view situation,  the  mother  expressed  consider- 
able hostility  directed  toward  the  father  and 
now  is  relatively  able  to  think  of  the  present 
and  to  relate  more  constructively  to  both 
father  and  patient.  The  latter  worked  all 
summer,  was  able  to  reach  out  and  make  some 
social  contacts,  and  has  tried  out  for  the 
school  athletic  team. 

George,  a 14  year  old  lad,  was  expelled 
from  a few  schools  for  extremely  agressive. 


328 


November,  1962 


Parental  Conflict — Schweidel 


defiant  behavior.  He  was  loaded  down  with 
hostility  which  was  spilling  over  and  his  fan- 
tasies were  of  the  sadistic  type.  We  decided 
on  outpatient  care  only  after  considerable 
deliberation  and  after  his  parents  agreed  to 
come  in  to  the  clinic  for  counselling  on  a 
regular  basis.  The  alternative  was  institution- 
alization. Father  has  an  important  position 
in  the  community,  is  a driving,  tense,  easily 
angered  person  with  a drinking  problem.  In 
addition,  he  has  a serious  physical  condition. 
Mother  is  warm,  friendly,  and  kind  but  in- 
effectual and  overanxious  in  her  relationships. 
Father  has  demanded  a great  deal  of  attention 
from  her  and  resents  the  patient  because  he 
has  caused  “so  much  trouble.”  Father  has 
denied  his  part  in  George’s  difficulty  and 
rationalizes  a great  deal.  When  confronted 
with  the  seriousness  of  his  boy’s  condition, 
and  the  need  to  face  it  squarely,  he  has  at- 
tempted to  cooperate.  Father  has  ridiculed 
the  lad,  constantly  is  critical  and  is  always 
finding  something  wrong.  Mother  feels  caught 
in  the  middle — trying  to  placate  father  and 
show  love  to  the  patient.  George  cannot  ex- 
press himself  to  his  father  because  of  the 
latter’s  condition  as  well  as  fear  of  recrimina- 
tion. So  far,  little  progress  is  being  made 
with  father.  Mother  is  attempting  to  relate 
to  father  in  a more  realistic  manner,  and  tries 
to  demonstrate  feelings  of  warmth  and  ac- 
ceptance to  the  patient.  George  has  only 
gotten  into  one  scrape  but  the  situation  is 
still  explosive.  Prognosis  is  guarded,  but  for 
him  to  make  progress,  the  parents  must  work 
on  their  own  problems  as  well  as  improving 
their  relationship  with  the  patient.  If  this 
does  not  happen,  the  lad  might  get  into  serious 
trouble. 

A four  year  old  youngster  came  to  the  clinic 
on  referral  from  the  family  physician.  He 
was  destructive,  overactive,  had  severe  temper 
tantrums,  and  soiled  himself.  Tony  was  seen 
for  psychological  tests,  and  scored  average  in- 
telligence, but  was  in  severe  conflict  with  both 
parents.  Social  history  material  revealed 
serious  marital  difficulty.  Father  frequently 
was  out  of  the  home  evenings  gambling.  He 
accused  his  wife  of  nagging  and  never  sup- 
porting him  in  his  wishes  and  ideas.  Mother 
claimed  he  worked  irregularly  and  did  not 


care  for  the  family’s  welfare.  Father  discussed 
their  sexual  difficulties  and  his  feelings  of 
inadequacy.  Living  in  this  environment  of 
constant  turmoil  may  well  have  brought  on 
Tony’s  emotional  problems.  The  social  service 
department  is  working  with  the  parents  to 
help  them  with  their  conflicts  while  Tony  is 
in  therapy  with  another  staff  member.  Tony’s 
future  depends  on  the  parents  gaining  under- 
standing of  themselves  and  their  relation- 
ships with  each  other.  If  they  can  resolve 
their  conflicts  and  remain  together  in  a con- 
structive union,  then  Tony  can  be  helped. 
If  not,  he  may  well  become  a serious  problem, 
perhaps  winding  up  in  a mental  institution  or 
school  for  delinquents.  Society  will  also  suffer. 
If  Tony  fails,  it  will  cost  the  State  of  Dela- 
ware a great  deal  of  money  to  institutionalize 
him.  Multiply  Tony  with  the  ever  increasing 
number  of  children  who  get  into  trouble  and 
we  can  visualize  the  scope  of  this  problem. 

Preventative  Agency 

In  this  respect,  the  Mental  Hygiene  Clinic 
serving  as  a preventative  agency  offering  ther- 
apy at  the  onset  of  symptoms,  prevents  more 
serious  problems  from  arising.  Emphasis 
must  always  be  placed  on  treating  the  emo- 
tionally disturbed  child.  If  not,  problems 
become  more  entrenched  in  the  personality 
structure,  and  more  difficult  to  treat. 

As  Dr.  A.  H.  Chapman  wrote,  “probably  the 
most  important  activity  of  human  beings  is 
raising  other  human  beings.  Any  significant 
improvement  in  a society  is,  to  a large  extent, 
dependent  on  improving  the  quality  of  the 
persons  each  generation  raises  to  succeed 
itself.” 

It  behooves  all  members  of  the  “helping 
professions”  — doctors,  teachers,  guidance 
counselors,  ministers,  etc. — to  be  on  the  alert 
for  emotional  symptoms  of  children.  Doctors 
in  particular  are  the  first  line  of  defense  in 
the  battle  against  mental  disorders.  Early 
detection  and  treatment  is  crucial  for  pro- 
moting mental  health.  We  know  families 
usually  repeat  patterns  of  handling  problems 
from  one  generation  to  another.  The  chains 
of  emotional  iU  health  must  be  broken  and 
through  prevention  we  can  establish  more 
healthy  patterns  of  behavior. 
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Summary 

The  assumption  of  the  Mental  Hygiene 
Clinic  is  that  the  problems  of  parents  foster 
emotional  disturbances  for  the  child. 

Once  parents  are  able  to  gain  understand- 
ing of  their  mutual  problems  and  have  the 
inner  resources  to  use  the  help  of  our  skilled 
counselors,  then,  they  become  able  to  relate 
to  the  child  in  a helpful,  meaningful  manner. 
In  this  way,  therapy  for  the  youngster  takes 
hold,  since  the  environment  (parents)  is  more 
accepting  and  understanding. 

To  treat  the  child  and  not  to  treat  the 
parents  has  limited  value.  This  has  been 
proven  over  and  over  again,  most  unfortun- 
ately in  the  case  of  many  children’s  institu- 
tions. Most  institutions  have  limited  personnel, 
and  although  a child  may  receive  adequate 


inpatient  treatment,  not  enough  counselling 
is  done  with  the  parents  to  help  them  with 
those  problems  which  precipitated  the  child’s 
emotional  disturbance  in  the  first  place.  Upon 
improvement,  the  child,  usually  is  returned 
home  with  his  parents  and  all  too  frequently, 
similar  patterns  of  behavior  that  caused  the 
institutionalization  are  repeated.  The  cost  in 
terms  of  human  misery  and  conflict,  in  addi- 
tion to  the  financial  obligations,  are  vivid 
testimony  for  the  need  to  become  alert  to 
problems  early  and  prevent  the  kinds  of 
problems  that  require  institutionalization. 

The  Mental  Hygiene  Clinic  subscribes  to 
the  team  approach  in  treatment  and  adheres 
to  the  principle  of  counselling  with  parents  to 
aid  them  with  their  problems  at  the  same  time 
the  child  is  in  therapy. 

References  will  be  supplied  by  the  Journal  on  request. 


CONTESTS  AND  GRANTS 

A medical  writing  award  of  $15,000  is  being  offered  by  the  W.  B.  Saunders 
Company,  medical  and  scientific  publishers.  The  recipient  of  the  award  will  not 
have  to  agree  to  publish  his  monograph  with  the  Saunders  Company  and  will  be 
free  to  write,  instead  of  a hook,  a series  of  Journal  articles  reviewing  his  research 
Applications  should  be  submitted  between  January  1,  and  May  1,  1963  to  Robert  F. 
Loeb,  M.D.,  W.  B.  Saunders  Company,  West  Washington,  Square,  Philadelphia  5,  Pa. 

Foreign  Fellowships  for  medical  students  are  being  offered  to  junior  and  senior 
students  in  the  U.S.  medical  schools  by  Smith  Kline  and  French  Laboratories  through 
the  Association  of  American  Medical  Colleges.  These  grants  will  enable  students  to 
broaden  their  medical  knowledge  by  serving  at  remote  medical  stations  in  Africa, 
Asia  and  Latin  America.  The  closing  date  for  filing  applications  is  December  31, 
1962.  The  average  period  of  time  covered  is  about  12  weeks;  the  Fellowship  Grant 
provides  the  money  for  living  expenses  at  the  site  of  the  students’  foreign  sponsors. 
For  additional  information  write  to  the  Association  Headquarters,  2530  Ridge  Ave., 
Evanston,  111. 

A prize  essay  contest  for  undergraduate  medical  students  throughout  the  world, 
sponsored  by  the  American  College  of  Chest  Physicians,  carries  three  cash  awards 
totalling  $1000  and  certificates  of  merit.  The  official  application  form,  sample  copies 
of  the  College  Journal  and  additional  information  may  be  secured  by  writing  Mr. 
Murray  Kornfeld,  Executive  Director,  American  College  of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago  11,  111. 
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THEY  SAID  IT  COULDN’T  BE  DONE 

Patricia  R.  Lewis,  R.N. 


Train  a child  with  an  I.Q.  below  thirty? 
This  is  the  question  asked  in  amazement  when 
visitors  tour  the  Hospital  for  the  Mentally 
Retarded  at  Stockley.  It  can  be  done!  We 
at  the  HMR  are  proud  to  say  that  we  have 
done  it,  and  we  are  continuing  to  do  it 
through  Habit  Training  Classes. 

The  idea  for  the  Habit  Training  Classes 
developed  from  the  Day  Care  Center  Program 
established  in  Delaware  in  the  Summer  of 
1957,  and  the  HMR  program  initiated  in 
February,  1961,  is  patterned  from  the  Cen- 
ter’s. The  Three  R’s — Repetition,  Relaxation 
and  Routine — are  the  guide-posts  for  the 
program. 

The  day  begins  by  bathing,  dressing  and 
toileting  each  patient  before  breakfast.  Pa- 
tients are  taught  self-care  as  much  as  possible 
during  each  activity.  Some  are  able  to  make 
their  own  beds  under  supervision.  All  meals, 
under  the  direction  of  the  training  attendant, 
provide  excellent  means  to  teach  table  man- 
ners and  self-feeding.  Following  a clean-up 
period  after  breakfast,  the  roll  is  called.  Each 
identifies  his  name  by  raising  his  hand  or 
nodding.  According  to  the  weather,  activities 
consist  of  word  training,  group  rhythm,  clap- 
ping, playing  with  creative  type  toys,  record 
playing,  coloring,  playing  ball,  swinging  and 
wading  at  the  Hospital  pool.  A mid-morning 
snack  is  served  consisting  of  juice  and 
crackers.  Previous  to  the  serving  of  lunch, 
patients  are  again  toileted.  Depending  on  the 
area,  pottie  chairs  or  hoppers  are  used  for 
this  activity.  Following  lunch,  a rest  period 
is  held  before  another  play  period.  The  chil- 
dren are  again  toileted  before  the  end  of  the 
shift.  The  daily  routine  may  vary  somewhat, 
depending  on  the  patient  area. 

The  daily  routine  must  be  consistent  in 
order  to  develop  good  habits  in  feeding,  sleep- 


Mrs.  Lewis  is  Acting  Assistant  Director  of  Nursing,  Hospital  for 
the  Mentally  Retarded  at  Stockley,  Delaware. 


ing  and  elimination,  as  well  as  self-discipline 
and  group  association.  Special  individual  at- 
tention is  given  to  such  problems  as  droolng, 
paper  tearing  and  temper  tantrums. 

The  attendants,  who  are  chosen  for  assign- 
ment to  these  classes,  must  be  high  school 
graduates.  An  in-service  attendant  training 
program  consisting  of  60  hours  is  a requisite 
for  these  attendants,  as  well  as  all  other  HMR 
attendants,  and  includes  lectures  and  demon- 
strations by  the  Hospital  division  heads,  films, 
and  nursing  procedures,  which  includes  the 
techniques  of  proper  bathing,  bedmaking, 
feeding,  temperature  taking,  etc.  In  addition, 
the  attendants  spend  time  observing  at  the 
Day  Care  Centers  and  other  ward  habit 
training  classes.  Each  must  demonstrate  an 
interest,  a desire  to  teach  and  much  patience 
with  the  children. 

Presently,  there  are  48  boys  and  girls  en- 
rolled in  the  habit  training  classes.  The 
classes  are  held  in  the  wards  or  in  the  cot- 
tages. There  are  16  boys  and  girls  participat- 
ing in  two  classes  held  on  the  male  and  female 
wards.  These  patients  have  an  I.Q.  of  30  or 
below,  therefore,  they  are  not  acceptable  for 
the  trainable  classroom,  and  many  are  physi- 
cally handicapped  as  well.  Classes  are  held 
in  the  Medical  Center  Wards  five  days  per 
week,  on  the  day  .shift.  Thirteen  boys  are  at- 
tending class  in  Magee  Cottage  seven  days  a 
week,  on  the  day  and  evening  shifts.  Sixteen 
severely  retarded  boys  are  enrolled  in  class  at 
DuPont  Cottage  seven  days  a week  on  the 
day  shift,  and  all  of  the  patients  are  over  16 
years  of  age. 

These  classes  not  only  provide  training, 
constant  supervision  and  individual  attention, 
but  the  TLC  (Tender  Loving  Care)  so  greatly 
needed  by  the  retardate.  Progress  is  slow, 
but  it  can  be  observed  and  these  patients  are 
being  given  an  opportunity  to  develop  their 
abilities  to  capacity.  It  can  be  done! 
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A TRIBUTE  TO  PHILIP  D.  GORDY,  M.D. 


The  Journal  regrets  Delaware’s  loss  of 
Phil  Gordy  to  the  West  Coast.  We  rejoice, 
however,  with  him  because  he  will  be  entering 
an  academic  life,  a goal  he  has  always  desired. 
His  few  contributions  to  The  Journal  have 
been  excellent  scientific  articles  and  presented 
in  a form  that  makes  him  truly  “the  answer 
to  an  Editor’s  prayer.” 

On  August  23rd  a banquet  was  held  at  the 
Hotel  duPont  in  honor  of  Dr.  and  Mrs.  Gordy. 
Eighty-two  of  their  friends  and  colleagues 
were  present.  Several  of  the  tributes  and 
comments  which  were  made  at  the  time  are 
reproduced  below. 

Lewis  B.  Flinn,  M.D.;  Thirteen  or  four- 
teen years  ago  it  so  happened  that  a sizeable 
number  of  physicians  and  their  wives  were 
congregating  one  summer  afternoon  at  Sills 
Mill  where  Mrs.  Flinn  and  I had  invited  them 
to  tea.  About  an  hour  before  these  medical, 
non-surgical  guests  arrived,  a young  man 
called  me  on  the  telephone.  His  name  was 
Dr.  Philip  Gordy,  and  he  said  he  was  a neuro- 
surgeon recently  on  Dr.  Peet’s  service  and  that 
he  was  interested  in  looking  over  the  Wil- 
mington area  as  a possible  place  in  which  to 
open  an  office.  I had  never  heard  of  him, 
but  his  credentials  sounded  reasonable  over 
the  telephone.  I asked  him  if  he  might  be 
interested  in  seeing  a large  section  of  the 
medical  practitioners  of  the  area,  and  so  Dr. 
and  Mrs.  Gordy  arrived  about  an  hour  before 
the  other  guests  and  we  had  a most  delightful 
time  talking.  Among  others,  I had  been 
trying  to  attract  a neurosurgeon  in  Wilming- 
ton for  a number  of  years.  We  were  confident 
that  we  needed  one  badly,  but  many  other 
surgeons  and  physicians  felt  that  referral  of 
neurosurgical  cases  to  Philadelphia  was  suf- 
ficient. I was  overjoyed  at  this  opportunity 
and  certainly  have  never  regretted  the  en- 
couragement and  invitation  we  extended  on 
that  summer  afternoon  in  the  country. 

As  we  all  know,  neurosurgery  has  expanded 
very  rapidly  throughout  the  entire  country  in 


the  last  fifteen  years.  As  I look  around  this 
room  tonight,  however,  I see  only  a few  people, 
perhaps  Dr.  Beatty,  Dr.  Pierson,  Dr.  Sanders, 
Dr.  Munson  and  one  or  two  other  oldsters 
who  are  in  a position  to  recall  the  sorry  state 
we  were  in  before  Dr.  Gordy  arrived.  The 
need  for  neurosurgery  was  demonstrated  in 
a very  few  months,  and  Dr.  Gordy  was 
swamped.  He  was  fortunate  in  securing  Dr. 
Olmedo  to  come  as  his  associate.  He  showed 
his  skill  and  organizational  ability  and  teach- 
ing ability  by  rapid  expansion  of  neurosurgical 
activities  in  this  communty,  and  presently 
Dr.  Hillyard  joined  the  group  and  soon  there 
will  be  Dr.  Leroy.  The  need  for  a non-sur- 
gical neurologist  became  increasingly  clear, 
and  it  was  largely  through  Dr  Gordy’s  efforts 
that  Dr.  Nelson  came  to  Wilmington,  and  now 
through  Dr.  Nelson  soon,  we  hope,  also  Dr. 
Reese  will  be  present. 

Therefore,  although  we  regret  that  Dr. 
Gordy  must  leave,  we  know  that  he  is  enter- 
ing the  type  of  work  he  has  long  desired.  We 
wish  him  Godspeed  and  great  success,  and  we 
are  most  grateful  to  him  for  having  built  what 
seems  to  be  a solid  foundation  in  this  area 
in  the  neurological  field.  I therefore  give 
you  a toast  to  Dr.  Gordy  and  all  his  cohorts. 

Dewey  A.  Nelson,  M.D.;  I consider  it  a 
pleasure  at  this  time  to  say  a few  words  about 
my  past  association  with  you  Phil  and  also  to 
propose  a toast  to  you.  There  are  a few 
times  in  a man’s  life  when  he  wishes  for  elo- 
quence and  this  is  one  of  those  times.  I would 
like  first  to  try  to  describe  the  oriental  or 
Japanese  concept  of  “ong.”  This  word  as  far 
as  I know  has  no  counterpart  in  the  English 
language  and  it  carries  with  it  a connotation 
of  indebtedness,  of  deep  respect,  of  a debt 
which  can  never  be  repaid  in  spite  of  multiple 
gift  giving  and  other  expressions  of  respect 
and  admiration.  This  type  of  indebtedness  is 
actually  passed  on  to  one’s  children  denoting 
the  deep  importance  in  that  oriental  society 
of  “ong.”  This  is  the  nearest  concept  which 
I can  describe  which  would  explain  the  rela- 
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tionship  between  you  and  me,  and  between 
your  family  and  mine. 

Phil,  I am  indebted  to  you  first  of  all  be- 
cause my  home  is  here.  I am  sure  that  most 
of  us  here  tonight  realize  that  after  consider- 
able searching  for  a neurologist  to  practice 
in  Delaware,  you  contacted  Dr.  Bronson  Ray, 
the  Chief  of  Neurosurgery  at  the  New  York 
Hospital — Cornell  Medical  School — and  he 
suggested  that  I speak  to  you  about  this. 
You  were  most  helpful  in  introducing  me  to 
the  community  and  in  providing  me  with 
numerous  encouragements  and  assistances, 
many  of  these  known  only  to  you  and  me. 
You  not  only  invited  me  here,  Phil,  but  you 
gave  me  a complete  freedom  of  choice  as  to 
the  way  that  I should  begin  practice,  and 
this  is  the  first  reason  why  this  “ong”  exists 
between  us. 

The  second  reason  that  I am  so  indebted 
to  you  is  that  you  have  taught  me  unselfish- 
ness. I have  seen  this  first  reflected  in  your 
treatment  and  in  your  attitude  toward 
patients.  You  have  also  been  totally  un- 
selfish, Phil,  in  sharing  information  with 
me.  You  and  I have  discussed  many 
patients  and  you  have  never  been  selfish  or 
stinting  in  any  bit  of  information  which  you 
thought  would  help  me  or  the  patient.  This 
attitude  has  been  a continuous  one  and  for 
that  I am  deeply  grateful.  You  have  also 
been  unselfish  to  the  residents  in  your  teach- 
ing of  them,  and  this  has  apparently  had  a 
deep  effect  on  these  individuals  since  you  have 
directed  four  or  five  others  by  your  love  of 
your  own  specialty  and  your  teaching  of  it 
to  stay  in  the  field  of  neurosurgery,  a honor 
to  which  few  of  us  can  hold  claim. 

The  third  reason  why  I am  indebted  to  you 
is  that  you  have  shown  me  equanimity.  We 
friends  and  colleagues  of  yours  know  the  hectic 
pace  which  your  life  has  run  during  these 
last  thirteen  years  in  Wilmington  . There  are 
a few  of  us  in  this  room  who  could  match 
the  physical  and  mental  pace  which  you  have 
held  without  showing  some  signs  of  strain. 
Your  unruffled  compsure,  your  kindness  and 
constant  attention  to  detail  in  spite  of  ex- 


treme fatigue,  has  certainly  been  an  inspira- 
tion to  me. 

The  fourth  and  final  reason  for  the  existence 
of  “ong”  is  that  you  have  left  to  me  and  to 
others  a very  complete  system  of  medical 
neurology  which  was  developed  here  during 
the  eight  years  prior  to  my  arrival  in  this 
community  five  years  ago.  Your  thorough 
histories  and  physicals,  the  academic  interest 
of  unusual  medical  neurological  diseases,  your 
complete  approach  to  the  treatment  of  the 
epileptic  are  all  familiar  to  us,  and  establish 
a tradition  of  medical  neurology  which  many 
men  who  practice  that  specialty  alone  would 
envy,  including  myself.  You  have  also  left 
a superior  system  of  electroencephalogram 
work  which  you  began  at  the  Delaware  Hos- 
pital. You  helped  me  to  develop  a sister  unit 
at  the  Memorial  Hospital  and  now,  a third 
unit  is  being  constructed  at  the  Wilmington 
General  Hospital.  This  type  of  cooperation 
is  something  which  I can  never  repay. 

Now  let  me  offer  this  toast  to  Phil  Gordy: 

A friend,  a dedicated  physician,  an 
unselfish  teacher,  and  above  all,  a 
courageous  man. 

James  T.  Metzger,  M.D.:  I see  a lot  of 
gay  hlack  ties  here  tonight,  and  they  cer- 
tainly look  nice.  I wore  a black  tie  too  but 
for  a little  different  reason,  and  I guess  I 
don’t  have  to  make  the  symbol  any  clearer 
than  that. 

We  are  all  feeling  a little  mournful  about 
Ipsing  Phil  and  Lisa,  however,  I don’t  think 
this  period  of  mourning  will  last  too  long. 
We  are  all  rejocing  with  him  in  the  splendid 
opportunity  he  has,  and  it  certainly  makes 
me  proud  of  the  medical  community  in  general 
for,  as  I look  around  the  room,  I see  any 
number  of  men  who  could  seize  and  develop 
a similar  opportunity. 

It  also  makes  those  of  us  who  stay  here 
anxious  to  develop  our  intellectual  capacities 
from  day  to  day  here  in  Wilmington. 

Phil  and  Lisa,  I guess  all  we  can  say  is 
good  luck  and  Godspeed. 
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Research  vs. 
Education 

Universities  and  medical  schools  are  raiding  The  National  Institutes  of 
Health  for  top  flight  talent  in  order  to  satisfy  their  own  urgent  needs  for 
staff  personnel.  Director  of  N.I.H.,  James  A.  Shannon,  M.D.  acknowl- 
edges the  “crisis”  and  states  that,  ironically  enough,  it  is  the  research 
support  provided  by  N.I.H.  grants  that  is  enabling  universities  to  offer 
these  irresistible  salaries  plus  fringe  benefits  and  teaching  opportunities. 
The  threat  not  only  touches  N.I.H.’s  intramural  operations;  it  affects 
the  National  Institute’s  leadership  of  the  whole  vast  grant  program  and 
therefore  the  progress  of  American  medical  research.  Medical  World  News. 

Brief  Briefs 

• The  Speakers  Bureau  of  Smith  Kline  and  French  Laboratories  passed 
a significant  milestone  recently  with  delivery  of  the  5,000  th  speech  in  an 
effort  to  carry  to  the  grass  roots  the  story  of  the  prescription  drug  in- 
dustry’s contributions  to  the  health  team.  SK&F  speakers  have  given 
89  talks  in  Delaware  to  about  8,500  persons.  They  have  spoken  before 
four  medical  and  pharmaceutical  groups,  totaling  about  100  persons. 

• A Labor  member  raised  a fuss  in  Parliment  about  a report  in  the  British 
newspapers  that  ear  surgeons  in  Nottingham  gave  some  stapes  from  their 
patients  to  O.R.  nurses  who  had  them  made  into  earrings  and  wore  them 
as  a status  symbol! 

• A unique  instrument  for  medical  progress  is  a coin-operated  fresh 
flower  vending  machine  now  in  operation  on  the  first  floor  of  the  Flower 
and  Fifth  Avenue  Hospitals,  N.Y.C.  Roses  and  orchids  are  available 
at  the  push  of  a button. 

• Experts  at  the  10th  National  Congress  of  Pediatrics  in  Lisbon  reviewed 
the  history  of  the  “thalidomide  incident”  and  concluded  that  tragedy 
could  not  have  been  avoided.  A story  on  this  subject  appears  in  the 
current  issue  of  Medical  World  News. 

• Abdominal  muscles  not  effectively  exercised  weaken  and  may  tend  to 
become  a precipitationg  factor  in  low  back  pain.  Frederick  J.  Sheffield, 
M.D.,  Madigan  General  Hospital,  Tacoma,  Wash.,  concludes  that  walking 
and  recreational  activities  are  ineffective  exercise  for  the  abdominal 
muscles;  that  trunk  raising  and  lowering  (a  modification  of  the  common 
sit-up)  is  probably  most  efficient  in  maintaining  abdominal  strength. 
American  Journal  of  Physical  Medicine. 

New  Plastic 
Sutures 

Polypropylene,  a new  polyolefin  plastic,  will  give  surgeons  a suture  that 
is  both  inert  in  the  presence  of  infection  and  convenient  to  use.  Extensive 
studies  based  on  clinical  and  animal  test  results  at  Baylor  University 
College  of  Medicine  were  conducted  by  a surgical  team,  headed  by  Francis 
C.  Usher,  M.D.  Unlike  catgut,  polypropylene  is  non-absorbable;  thus 
the  problem  of  sutures  dissolving  prematurely  is  eliminated.  At  present 
the  new  sutures  are  available  from  Dr.  Usher  for  investigative  purposes 
only.  Commercial  availability  awaits  approval  by  the  F.D.A. 
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Prayer  For  A Gift 


In  Thailand,  the  High  Priest 
of  the  Buddhists  offers 
thanks  for  all  for  the  pre- 
cious gift  of  medicine  sent 
through  the  combined  efforts 
of  Delaware’s  14  Junior 
Chambers  of  Commerce  and 
members  of  the  Medical 
Society  of  Delaware.  The 
drugs  are  contributed  on  be- 
half of  the  Leprosy  Relief 
Fund. 


Personal  Richard  W.  Tobin,  M.D.,  Seaford,  and  Milton  S,  Wahl,  M.D.,  Wilmington, 

Glimpses  were  inducted  as  Fellows  of  the  American  College  of  Surgeons  during  its 

annual  five-day  Clinical  Congress  . . . David  Reinhardt,  III,  M.D., 
addressed  the  Delaware  Nurses’  Association  on  “Have  a Heart”  . . . 
Michael  Elyan,  M.D.,  addressed  the  Georgetown  branch  of  the  American 
A&sociation  of  University  Women  . . . Floyd  I.  Hudson,  M.D.,  is  an  elected 
member  of  the  Executive  Committee  of  the  Association  of  State  and 
Territorial  Health  Officers  . . . Allen  J.  Fleming,  M.D.,  was  a panel 
member  on  “Acceptance  of  Rehabilitation”  at  the  Conference  of  Re- 
habilitation Concepts  at  the  University  of  Pennsylvania  . . . 


Beebe  Hospital  New  officers  of  the  Medical  Staff  of  the  Beebe  Hospital  are:  Ervin  L. 

Officers  Stambaugh,  M.D.,  president;  Robert  L.  Klingel,  M.D.,  Vice  President, 

and  Ulo  Ware,  M.D.,  Secretary;  Leslie  M.  Dobson,  M.D.,  and  Arthur 
Tonnet,  M.D.,  were  elected  to  the  Executive  Committee. 


Papers  For  A.M.A.  Physicians  are  invited  to  submit  titles  and  brief  abstracts  of  scientific 

Meeting  papers  they  wish  to  deliver  at  the  1963  annual  meeting  of  the  A.M.A. 

to  be  held  in  Atlantic  City,  June  16-20.  The  deadline  is  December  15, 
1962.  Interested  participants  may  write  for  information  to:  George  R. 
Meneely,  M.D.,  Secretary,  Council  on  Scientific  Assembly,  A.M.A.,  535 
N.  Dearborn  St.,  Chicago  10. 
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DELEGATE’S  REPORT 


The  State  Officers’  Convention  of  the  AAGP 
is  held  annually  in  Kansas  City,  Mo.  One 
delegate  (usually  the  president-elect)  from 
each  state  has  travel  expenses  paid,  insuring 
representative  attendance  and  familiarizing 
him  with  the  Academy’s  work. 

President  James  Murphy  of  Texas  opened 
this  year’s  meeting  hy  summarizing  the  major 
problems  facing  the  Academy; 

1.  How  to  interest  more  students  in  a 
medical  career — particularly  General  Prac- 
tice. 

2.  How  to  he  sure  Medical  Schools  will 
graduate  undifferentiated  students  who  have 
had  an  adequate  exposure  to  General  Practice. 

3.  What  is  the  minimum  basic  post  gradu- 
ate training  necessary  to  produce  a good 
family  doctor. 

4.  How  can  these  well-trained  young  doc- 
tors be  assured  of  hospital  privileges  commen- 
surate with  their  demonstrated  ability. 

To  cope  with  these  problems  a Long-Range 
Planning  Committee  was  established. 

Dr.  Juluis  Michaelson,  Chairman  of  the 
Board,  then  told  how  the  aforementioned 
Committee  reassessed  and  re-evaluated  the 
basic  concepts  and  goals  of  the  Academy. 
From  this  study  the  following  basic  purposes 
of  the  Academy  were  proposed: 

“1.  To  assure  the  public  of  the  continuing 
availability  of  a modern  family  physician. 

2.  Assure  a continuing  supply  of  modern 
general  practitioners  to  function  as  family 
physicians. 

3.  Assure  hospital  privileges  commensurate 
with  the  general  practitioner’s  experience  and 
training.” 

It  was  the  feeling  of  this  committee  that 
“the  emphasis  in  the  foreseeable  future  must 


be  on  the  general  practice  training  programs. 
Functions  of  a general  practitioner  to  be 
trained  in  and  allowed  to  perform  upon  the 
completion  of  ...  a minimum  of  two  years’ 
training  past  graduation  from  medical  school  ! 
are:  1 

Internal  Medicine  and  Psychiatry,  Pedi-  j 

atrics.  Office  Gyn,  Minor  Surgery,  including  I 

T&A’s,  D&C’s,  Fractures,  and  Obstetrics.  Ad-  ! 

ditional  privileges  would  be  based  on  training 
and  experience.”  These  are  the  minimal  privi- 
leges acceptable  for  men  thus  adequately  ^ 

trained. 

The  final  speaker  for  the  morning  was  Dr. 
Albert  E.  Ritt  of  Minnesota,  the  President-  ' 
Elect,  who  outlined  how  the  recommendations 
above  should  be  implemented:  by  Public  Re-  i 

lations.  Project  MORE,  teaching  in  Medical  I 

Schools,  more  time  spent  on  problems  of  the  ! 

profession,  work  with  students,  preceptorships,  j 

etc.  Most  of  the  discussion  was  in  op-  i 

position  to  the  limitations  imposed  by  the  I 

outlined  minimal  standards.  Men  who  prac- 
ticed in  rural  areas,  who  of  necessity  often  do  i 

more  surgery  particularly  felt  their  rights  j 

would  be  infringed  upon  by  the  arbitrary  i 

standards.  ’ 

Sunday  morning  at  9 a.m.,  Dr.  Edward  An-  j 
nis,  the  President-Elect  of  the  AMA,  warned 
us  of  our  responsibilities  and  the  Administra- 
tion’s unwavering  determination  to  get  Medi- 
care through  the  next  session  of  Congress.  ' 
The  President  of  the  Student  AMA,  James  A.  | 
Brooks,  of  Oregon,  gave  an  excellent  picture  ' 
of  the  student’s  exposure  to  General  Practice 
and  suggested  how  it  might  be  made  more 
stimulating  and  inviting.  | 

Hearing  the  opinions  and  talking  to  doc- 
tors from  all  over  the  country  was  an  educa-  j 
tional  process  in  itself.  Thank  you  for  the 
privilege  and  honor  of  being  your  delegate. 

William  D.  Shellenberger,  M.D. 
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The  Medical  Profession  has  given  medical  care  to  the  indigent  of 
all  age  groups  for  centuries  without  recompense. 

All  of  us  recognize  the  need  for  certain  government  programs  to 
safeguard  and  improve  the  public  health.  Physicians  have  urged  such 
programs  in  the  past  and  have  supported  them  when  they  became  law. 

The  State  of  Delaware  will  begin  paying  for  hospital  care  of  the 
needy  aged  under  the  Kerr-Mills  law  by  the  end  of  October,  1962.  The 
Kerr-Mills  Program  has  been  approved  by  the  American  Medical  As- 
sociation and  the  Medical  Society  of  Delaware. 

While  fees  for  the  services  rendered  will  by  no  means  adequately 
compensate  the  participating  physicians,  they  will  now  receive  some- 
thing for  a service  which  they  have  given  to  the  indigent  sick  gratui- 
tously in  the  past — in  a spirit  of  charity,  characteristic  of  dedicated 
physicians. 

Under  the  Kerr-Mills  Law  physicians  have  the  satisfaction  of 
knowing  that  those  needy  individuals  who  may  need  medical  care  will 
receive  it  with  the  free  choice  of  physicians  and  without  government 
domination. 
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Profile  Of  Our  President 


Mrs.  Charles  F.  Richards 


It  is  the  Auxiliary’s  good  fortune  to  have 
as  its  president  for  the  coming  year,  Mrs. 
Charles  Richards,  known  to  her  friends  and 
associates  as  Marguerite.  Ever  since  her 
husband  started  his  surgical  practice  in  Wil- 
mington, Marguerite  has  been  a responsible, 
steadfast  Auxiliary  member.  She  has  diligently 
worked  in  all  phases  of  County  activities,  in- 
cluding fund  raising,  programming  and  legis- 
lation. 

Not  only  is  Marguerite  familiar  with  local 
Auxiliary  affairs,  but  she  has  a wide  knowledge 
of  s-tate  activities.  Marguerite  was  born  in 
nearby  Bishopsville,  Maryland.  Following 
her  undergraduate  education  Marguerite 
taught  school  in  Delaware.  Marguerite  mar- 
ried Charles  Richards  in  Charlie’s  senior  year 
of  medical  school.  The  Richards  spent 
Charlie’s  intern  year  at  the  Delaware  Hos- 
pital and  following  his  return  from  the  service 
they  entered  Charlie’s  surgical  residency. 

But  Marguerite  brings  more  to  her  office 
than  a deep  knowledge  of  Auxiliary  activities. 
Her  interests  have  extended  into  other  com- 
munity areas  and  her  experiences  and  capa- 
bilities have  broadened.  Marguerite  has  given 
much  of  herself  to  the  P.T.A.  both  at  the 
state  and  local  levels.  She  is  singularly  suited 
for  this  activity  by  virtue  of  her  professional 
experience  and  training  as  a teacher.  At  that 


time  she  swore  she  would  never  attend  another 
P.T.A.  meeting,  but  her  viewpoint  changed 
when  Marguerite  became  a mother.  Her  pri- 
mary focus  has  been  on  the  “Homeroom 
Mother,”  and,  as  chairman  of  Homeroom 
Mothers  in  her  school  district.  Marguerite 
did  such  a fine  job  that  she  has  been  ap- 
proached to  take  on  this  job  at  the  state  level. 

Another  time-consuming  and  responsible 
job  has  been  her  interest  in  the  American 
Field  Service.  The  Richards  family  partici- 
pated in  the  foreign  student  exchange  pro- 
gram, and  Marguerite  has  continued  as  cloth- 
ing chairman,  collecting  and  distributing 
clothing  to  needy  foreign  students.  Mar- 
guerite is  also  active  in  the  American  Associa- 
tion of  University  Women  in  a study  group. 

But  Marguerite’s  primary  activities  are 
focused  on  meeting  the  needs  of  her  husband 
and  two  teen-age  daughters,  a dog  and  two 
cats  ,and  on  creating  a warm  and  friendly 
home  life.  Nineteen  year  old  Marsha  is  away 
at  Chatham  School  in  Pittsburgh,  and  sixteen 
year  old  Ann  is  a junior  in  high  school.  While 
Marguerite  is  not  busy  with  family  chores 
and  needs,  community  problems  and  chari- 
table activities,  one  can  often  see  her  driving 
the  white  sphere  around  the  eighteens  or 
“cutting  a rug”  in  a manner  that  makes  both 
teen-age  daughters  envious. 
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TO  THE  MEDICAL  SOCIETY  OF  DELAWARE 


Presented  on  October  6,  1962,  Delaware  Academy  of  Medicine 


Sylvester  W.  Rennie,  M.D. 


MEMBERS  OF  THE  SOCIETY— GUESTS 

These  few  words  are  not  to  be  a political 
tirade,  nor  a condemnation  of  any  group,  but 
to  serve  as  a summary  of  what  has  happened 
during  the  past  year  and  what  could  happen 
to  you  and  this  country. 

First,  let  me  give  you  a summary  of  the  Sas- 
katchewan story.  Two  years  before  this  ter- 
rible event — strike  is  what  the  Socialists  called 
it — but  the  doctors  called  it  a boycott — the 
doctors  tried  to  cooperate  with  the  govern- 
ment in  setting  up  a program  of  expansion  of 
existing  voluntary  health  programs.  The  gov- 
ernment promised  them  and  the  public  that 
any  new  program  would  be  set  up  only  with 
the  doctors’  approval.  This  was  the  mandate 
of  the  people  at  election — yet,  in  November, 
the  government  of  Saskatchewan  passed  a 
plan  which  gave  the  government  authority  to 
establish  fee  schedules,  methods  of  payment, 
and  standards  of  practice.  It  also  made  the 
government  the  agent  of  any  patient  from 


whom  a doctor  in  private  practice  tried  to 
collect  a fee.  It  became  impossible  for  doctors 
to  practice  outside  the  scheme. 

You  all  know  what  happened — the  doctors 
closed  their  offices,  200  left  the  province,  200 
more  took  a long  vacation — many  have  not 
returned.  British  physicians  left  wholesale. 

Some  doctors  suffered  attacks  of  vandalism. 
Those  M.D.’s  who  are  staying  are  those  who 
have  all  their  earnings  in  clinics  and  so  forth. 

Now,  this  strike  is  over.  However,  regard- 
less of  the  professional  freedoms,  Saskatche- 
wan’s doctors  have  saved  for  themselves;  they 
are  committed  to  practice  under  a compulsory 
medical  care  program. 

In  1930,  the  time  of  drought  and  depression, 
the  Cooperative  Commonwealth  Federation 
was  organized,  and  since  then  has  socialized 
bus  lines,  airlines,  electric  and  gas  companies, 
and  hospitalization  insurances.  But  there  was 
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a mandate  against  government  medical  care 
in  1960  elections.  The  important  thing  is  that 
when  Douglas  was  elected  he  promised  no 
medical  care  scheme  would  be  enacted  without 
the  doctors’  approval.  He  and  his  successor, 
Woodrow  Lloyd,  broke  that  promise.  As  a 
result,  the  government  socialized  the  province. 

Now,  people  in  other  professions  are  think- 
ing of  leaving  the  province,  afraid  they  will 
come  under  the  hammer  of  government  co- 
ercion. 

The  American  press  did  not  help  the  medical 
profession,  but  emphasized  certain  deaths, 
which  could  not  have  been  avoided  with  any 
treatment,  as  caused  by  the  absence  of  medical 
care.  Nevertheless,  the  people  have  been  dis- 
illusioned by  the  doctors,  as  not  coming  forth 
with  a program.  Of  course  this  was  impossible 
with  Douglas  and  Lloyd  in  the  driver’s  seat. 
Saskatchewan  now  will  have  inferior  medicine 
because  most  of  the  top  100  physicians  have 
moved  elsewhere. 

This  could  happen  here.  Notwithstanding 
the  defeat  of  King-Anderson  Bill,  some  Demo- 
cratic Senators  have  vowed  to  bring  a similar 
bill  to  Congress  each  year.  The  President  is 
for  this  type  of  coercion.  Labor  unions  are 
out  to  unseat  any  Congressman  who  opposes 
this  legislation.  These  are  facts. 

It  is  most  importnt  to  state  right  here  that 
this  is  not  necessarily  a doctor-government 
fight,  but  a fight  to  keep  people  free  and  have 
free  enterprise. 

Herbert  Kohler  noted  that  most  people  and 
most  communities  are  not  opposed  to  federal 
aid  for  themselves,  and  that  it  is  impossible 
to  be  dependent  and  at  the  same  time  inde- 
pendent. The  way  to  serve  enterprise  in  this 
country  is  to  practice  it.  The  saddest  spec- 
tacle of  our  times  is  that  of  Americans  being 
bribed  with  their  own  money. 

Kerr-Mills  implementation  of  the  medical 
assistance  for  the  aged  program  is  progressing. 
Delaware  is  running  a controlled  group  limited 
to  the  patients  on  welfare,  above  1150  in  num- 
ber. This  will  be  further  advanced  to  the 
medical  indigent  in  the  future.  It  seems  like 
a good  plan  and  very  basic,  to  determine 
costs  and  management  to  accept  this  con- 


trolled plan  now. 

There  have  been  many  private  insurance 
plans  formed  since  this  Canadian  event.  Many 
of  these  are  becoming  effective. 

Here  in  Delaware  we  are  happy  to  relate  i 
that  our  liaison  between  Blue  Shield  and  the 
medical  profession  has  become  better  and  i 
better.  We  have  endeavored  to  implement  ' 
the  care  of  the  aged  with  a Blue  Cross-Blue 
Shield  program,  sponsored  by  the  A.M.A.  and  |. 
we  are  in  agreement  with  Blue  Shield  on  most 
of  the  aspects  of  this  program. 

I appointed  a very  serious  and  industrious  t 
Prepayment  Committee  last  spring.  This  i 
committee  has  met  with  Blue  Cross  and  Blue  i) 
Shield,  labor  leaders,  management,  and  many 
others.  It  is  necessary  that  this  committee  I 
continue  its  faithful  studies.  The  reports  of  | 
this  committee  will,  in  my  judgment,  be  ex-  | 
tensive  and  be  most  useful  in  national  news  I 
on  prepayment. 

What  is  happening  in  Detroit  does  not 
necessarily  have  to  apply  here.  So  far,  there 
has  been  no  sentiment  expressed  for  a service 
contract  here.  However,  the  committee  will  j 
obtain  all  view  points  and  collect  all  data  on  fi 
this  subject.  Future  reports  will  be  frequent.  I 

Might  I quote  President  Eisenhower  in  | 
saying,  ''Healthy  economy  cannot  exist  long  li 
if  it  is  subjected  to  political  abuse  and  con-  1 
tinually  fearful  of  government  controls.  What  | 
is  stolen  by  paternalistic  government  is  that  jji 
precious  compound  of  initiative,  independence,  a;< 
and  self-respect  that  distinguishes  a man  from  || 
a mob,  a person  from  a number,  a free  man  i 
from,  a slave.”  |" 

It  is  evident  that  we  must  show  the  people 
our  side  of  this  problem  continually.  It  is 
evident  we  can  see  that  private  insurance 
plans  are  feasible  and  adequate.  It  is  evident  1 
that  government  is  only  concerned  with  per- 
petuation of  their  group  and  will  continue  to 
try  to  burden  the  people  with  taxes  to  achieve  j 
this. 

Try  to  join  Delpac,  our  Delaware  phase  of  ' 
Ampac,  which  will  attempt  to  show  the  people 
of  Delaware  what  to  expect  from  government 
controls.  j 
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The  173rd  Annual  Session  of  the  House  of  Dele- 
gates of  the  Medical  Society  of  Delaware  was  called 
to  order  at  2:00  o’clock  p.m.,  Sunday,  September  23, 
1962  at  the  Treadway  Inn,  Dover,  Delaware,  Sylves- 
ter W.  Rennie,  M.D.,  President,  presiding. 

Secretary  Abbiss  took  the  roll  call  and  a quorum 
was  declared. 

The  minutes  of  the  1961  session  were  accepted 
as  published  in  the  Delaware  Medical  Journal. 

Dr.  Rennie:  The  Council  has  been  authorized  by 
the  House  to  present  an  award  on  behalf  of  the 
Society,  as  we  have  done  in  the  past  few  years. 
This  is  a Distinguished  Service  Award  for  distin- 
guished service  to  medicine  or  to  the  public.  The 
Council’s  nominee  is  Dr.  Douglas  Gay.  Dr.  Gay 
was  a pioneer  pathologist  in  Delaware.  He  took 
care  of  all  the  hospitals  at  some  time  in  his  past, 
and  the  big  thing  that  he  did  recently  was  to  direct 
the  successful  Delaware  Health  Fair.  This  took 
a great  amount  of  work.  Fortunately  he  was  avail- 
able just  at  the  right  time  for  the  Academy  of 
Medicine.  Dr.  Gay  was  born  in  Connecticut,  gradu- 
ated from  Bates,  Phi  Betta  Kappa  and  was  in  the 
Army  in  World  War  I.  He  has  been  pathologist  at 
the  Delaware  Hospital,  Delaware  State  Hospital, 
Homeopathic  Hospital  in  Wilmington,  St.  Francis 
Hospital,  then  with  Haskell  Laboratory  from  1939 
part-time,  then  full-time,  and  he  retired  in  1961. 
He  has  made  a number  of  publications  in  medical 
journals  and  helped  set  up  serological  laboratories 
throughout  the  state  and  also  in  industry.  He 
was  director  of  the  Health  Fair  which  was  such  a 
success.  He  has  a few  hobbies;  one  is  bee-keeping; 
so  if  you  are  in  the  market  for  honey,  you  know 
where  to  go.  He  does  a few  other  things  with  his 
time,  and  his  time  is  always  available  to  us  in 
medicine. 

This  is  the  selection  by  your  Council  and  we  sub- 
mit this  for  vote  at  this  time. 

A motion  was  made  and  seconded  to  close  the 
nominations.  Dr.  Gay  was  unanimously  elected  to 
receive  the  Distinguished  Serviee  Award. 

Dr.  Rennie:  We  will  now  hear  the  Treasurer’s 
report  by  Dr.  Levy  which  we  always  enjoy  so  much. 
He  gives  it  so  well  and  has  done  such  a wonderful 
job  for  us. 


Dr.  Levy:  The  first  part  is  the  statement  ending 
June  30,  1962  issued  by  Hagerty  & Hagerty,  our 
accountants. 

REPORT  OF  THE  TREASURER 

GENERAL  FUND 

Budgetary  Statement  of  Revenue  and  Expenditures 
for  the  Year  Ended  December  31,  1961 


REVENUE: 

Dues — current  $21,052.50 

Annual  dinner  1,180.00 

Exhibit  rentals  1,211.16 

Dividends  967.37 

A.M.A.  reimbursement — dues  processed  41.00 

Contributions — Delaware  State  Medical 

Journal  1,940.00 

Miscellaneous  402.79 


$26,794.82 

EXPENDITURES: 

Salaries: 

Executive  secretary  and  stenographer  $12,600.00 


Payroll  taxes — Society’s  share  252.00 


$12,852.00 

Operations: 

Committees  $ 481.66 

Subscriptions  to  Journal  1,149.00 

Delaware  Academy  of  Medicine 

Contribution  2,100.00 

Pledge  4,022.50 

Auditor  275.00 

Subscriptions,  contributions,  etc 113.00 

Student  scholarships  1,000.00 


$ 9,141.16 

Office: 

Equipment  maintenance  $ 117.03 

Equipment  67.40 

Printing,  stationery  and  postage  1,233.95 

Telephone  and  telegraph  547.21 

Miscellaneous  126.37 


$ 2,091.96 

Travel: 

A.M.A.  conferences  and  delegate  ....  $ 571.18 

Local  699.21 


$ 1,270.39 
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Annual  Session: 

Meals  and  entertainment  $ 1,350.90 

Stenotypist  148.00 

Program  and  tickets  329.95 

Miscellaneous  298.63 


$ 2,127.48 

TOTAL  EXPENDITURES  $27,482.99 

EXCESS/DEFICIT  REVENUE  OVER  EX- 
PENDITURES   $ 688.17 


Dr.  Levy:  Now,  if  you  will  bear  with  me,  Mr. 
President,  Mr.  Morris,  members  of  the  House  of 
Delegates:  I have  been  comfortably  wedged  in  this 
post  as  Treasurer  of  the  Medical  Society  of  Delaware 
for  almost  eight  years.  It  has  been  a most  reward- 
ing service  to  me — interesting  and  enlightening  in 
regard  to  the  workings  of  a small  organized  profes- 
sional group,  a unit  of  the  national  medical  organi- 
zation, our  American  Medical  Association.  My 
office  gained  me  entrance  to  committee  meetings, 
to  meetings  of  the  Council  and  to  the  annual  meet- 
ings of  this  body.  The  importance  of  collective 
thinking  and  acting  has  shown  itself  time  and  time 
again,  directing  us  to  greater  cooperation  in  medi- 


cine, as  suggested  by  Dr.  George  Fister  in  his 
inaugural  message. 

This  brings  me  up  to  retiring  from  this  office  to 
which  you  all  so  graciously  elected  me.  Frankly, 
it  is  with  a measure  of  regret  that  I turn  over 
the  financial  affairs  of  our  Society  and  our  books 
to  my  successor. 

Let  me  say,  and  I say  it  sincerely,  that  I deem  it 
a privilege  to  have  served  the  Society.  I wish 
to  thank  Larry  Morris  and  Win  Donnelly  for  their 
full  cooperation,  for  lightening  the  workload.  The 
office  was  not  time-consuming  with  Larry  and  Win 
at  the  reins. 

Again  many,  many  thanks.  (Applause) 

Dr.  Renniie:  I think  it  is  just  and  fitting  that  we 
should  all  give  another  good  round  of  applause  to 
Dr.  Levy,  retiring  Treasurer,  for  the  work  he  has 
done  because  he  has  made  it  so  easy  for  all  of  us 
and  his  reports  have  been  so  excellent.  (Applause) 

The  report  was  accepted. 

Dr.  Rennie:  Now  we  have  the  most  important 
report  of  our  Executive  Secretary,  Mr.  Morris. 


MEDICAL  SOCIETY  OF  DELAWARE 
General  Fund 

Statement  of  Securities  Owned  at  December  31,  1961 
And  Income  Therefrom  During  the  Year  Then  Ended 

Value 

and/or  Book  Value  Sales  and  Gain  or 


Shares  Bonds  1-1-61 

$2,000  U.S.  Treasury  notes, 

4’s,  series  B-1962 

8-15-62  $ 6,033.76 

7,000  U.S.  Savings  bonds, 
series  J,  dated  Oc- 
tober, 1953,  due,  Oc- 
tober, 1965  5,040.00 


$11,073.76 

Stocks 

158  shs  Bank  of  Delaware  $ 2,473.00 
capital,  par  $10.00 
60  shs  Continental  Amer- 


ican Life  Insurance 
Co.,  par  $10.00  ....  1,130.50 

40  shs  E.  I.  duPont  de 
Nemours  & Co., 

$4.50  pfd.,  no  par  4,741.03 

70  shs  Farmers  Bank  of 
the  State  of  Del- 
aware, capital  par 

$5.00  2,800.00 

15  shs  Hercules  Powder 
Co.,  5%  pfd.,  par 
$100.00  1,804.55 


12,949.08 

$24,022.84 


Purchases  Redemptions  Loss 

$ $ 4,022.50A  $ 


$ $ 4,022.50  $. 

$ $ $. 


$ $ 4,022.50  $. 


Book  Value 
12-31-61 


$ 2,011.26C 


5,040.00 

^77051.26 

$ 2,473.00 

1,130.50 

4,741.03 


2,800.00 

1,804.55 

12,949.08 

$20,000.34 


Income 
Received 
Exhibit  B 


$ 200.00 


$ 200.00 
$ 149.37B 

83.00 
180.00 

280.00 

75.00 
767.37 

$ 967.37 


(A)  Transferred  to  Academy  of  Medicine  as  part  parent  of  $10,000.00  pledge. 

(B)  Includes  proceeds  sale  of  fractional  share.  Dividend  payable  12-19-61  not  received  until  January  1962. 

(C)  Transferred  to  Academy  of  Medicine  10-24-62  as  final  payment  of  $10,000.00  pledge. 
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REPORT  OF  THE 
EXECUTIVE  SECRETARY 

This  is  my  seventh  annual  report  to  this  House 
of  Delegates,  and  I am  still  trying  to  find  a way 
to  summarize  a year’s  work  in  a few  minutes’  time. 
A quick  review  of  the  calendar  for  the  year  past 
shows  that  meetings  and  working  conferences  alone 
have  reached  200  this  year,  completely  exclusive  of 
such  time-consuming  activities  as  the  Medical 
Journal,  the  Blue  Cross  Group,  or  even  the  routine 
correspondence.  Any  attempt  to  go  into  even 
minimal  detail  on  this  volume  of  work  would  result 
in  a very  lengthy  report  or,  worse,  a general  exodus 
from  the  room.  So,  again,  I will  touch  briefly  on 
some  of  the  Society’s  meetings,  major  activities  and 
problems,  with  the  hope  that  you  will  let  me  know 
of  anything  that  should  be  enlarged  upon  or  dis- 
cussed more  fully. 

Prepayment 

We  have  all  known  for  some  time  that  Delaware 
has  been  in  the  minority  of  states  that  offer  no 
service  program  through  Blue  Shield.  This  has 
not  seemed  a source  of  any  significant  unhappiness 
for  either  the  public  or  the  physician.  This  year, 
however,  three  demands  for  service  benefits  were 
received  more  or  less  simultaneously,  and  more  or 
less  independently.  These  were  the  requests  of  the 
General  Motors  and  UAW  group  to  provide  a con- 
tract similar  in  substance  to  Michigan’s  M-75,  a 
service  program  which  had  formed  the  basis  for 
contract  negotiations,  and  which  the  company  had 
undertaken  to  provide  as  many  of  its  workers  as 
possible  across  the  country.  The  Delaware  State 
Labor  Council,  the  Local  AFL-CIO  affiliate,  inde- 
pendently asked  the  Society  to  draw  up  a service 
contract  this  January,  while  the  American  Medical 
Association  and  the  National  Association  of  Blue 
Shield  Plans  jointly  announced  a service  contract 
for  patients  over  65  whose  incomes  were  less  than 
$4000  per  couple  or  $2500  per  individual.  The 
Society  has  undertaken  no  commitment  to  provide 
service  benefits,  but  tbe  Council  has  committed 
Delaware’s  doctors  to  explore  these  problems  in 
good  faith. 

An  attempt  by  Blue  Shield  to  implement  the  GM- 
UAW  Program  indicated,  first,  a violent  opposition 
by  many  physicians  to  certain  features  of  that  pro- 
gram, but,  importantly,  a sincere  concern  with  the 
public’s  desires  in  tbe  field  of  prepayment.  This 
lead  to  the  formation  of  a prepayment  committee, 
which  will  report  to  you  today.  Prepayment,  a 
matter  of  little  immediate  concern  a year  ago,  has 
become  one  of  the  two  or  three  major  problems  of 
the  medical  profession  in  this  state. 

Your  Committee  has  given  it  intensive  study.  It 
has  conferred  with  representatives  of  management, 
labor,  and  union  welfare  administration.  On  its 
behalf,  I have  spent  three  days  in  Chicago  and 


Detroit  to  study  the  service  system.  While  the 
report  of  the  Prepayment  Committee  is  an  interim 
report,  and  must  be  understood  as  such,  it’s  re- 
flective of  a developing  knowledge  and  sophisti- 
cation in  prepayment  matters  on  the  part  of  the 
Society,  and  an  attempt  to  meet  them  intelligently 
and  conscientiously  for  the  good  of  both  consumers 
and  providers  of  medical  care. 

Public  Laws 

Legislatively,  the  major  issue  of  1962  has  been 
HR  4222,  the  King-Anderson  Bill.  The  active  sup- 
port of  the  National  Administration  has  made  this 
a different  picture  than  it  has  presented  in  years 
past,  with  the  most  dramatic  indication  being  Presi- 
dent Kennedy’s  appearance  in  Madison  Square 
Garden  this  May,  with  concurrent  rallies  in  a number 
of  cities,  including  Wilmington.  Dr.  Edward  Annis, 
now  president-elect  of  the  AMA,  was  brought  to 
Wilmington  by  the  State  Society.  Dr.  Annis  par- 
ticipated in  a lengthy  press  conference,  two  radio 
shows,  a DELPAC  dinner,  and  a luncheon  for  leaders 
of  business,  political  and  sociological  thought  in 
Delaware,  arranged  jointly  by  the  State  and  New 
Castle  County  Medical  Societies.  The  State  Society 
also  offered  to  match  funds  spent  by  county  societies 
in  daily  newspaper  advertising,  which  was  done, 
and  was  highly  active  in  the  briefing  of  professional 
and  lay  speakers  and  essayists. 

Some  disatisfaction  among  physicians  with  the 
Society’s  timing  was  evident.  The  reasons  for  this 
should  be  understood.  You  will  recall  that  a year 
ago  the  Society  and  the  Labor  Council  were  involved 
in  a spirited  and  public  argument  on  the  relative 
merits  of  the  King-Anderson  and  Kerr-Mills  bills. 
It  was  finally  agreed  by  representatives  of  labor  and 
medicine  that  the  public  would  be  best  served  by 
declaring  a moratorium  on  public  argument  and  by 
the  two  organizations  working  together  to  implement 
the  best  possible  Kerr-Mills  Law  in  Delaware.  This 
truth  was  scrupulously  observed  by  Labor,  and  it 
was  absolutely  necessary  for  the  Medical  Society 
to  show  equal  good  faith.  While  this  course  was 
criticized,  it  worked  out  well.  Senator  Boggs  and 
Senator  Williams  both  stood  with  the  Society  on 
the  show-down  vote,  and  the  Kerr-Mills  Law  is 
being  implemented  in  Delaware.  You  will  hear 
more  on  this  from  the  Committee  on  Public  Laws. 
I should,  however,  emphasize  the  pilot  nature  of 
the  present  plan,  which  calls  for  applying  the  Law 
first  to  the  Old  Age  Assistance  Group  in  Delaware, 
who  are  identifiable  and  who  can  be  budgeted  for. 
It  is  our  hope  that  after  one  to  two  year’s  experi- 
ence, the  benefits  of  the  Law  can  be  expanded  to 
anyone  in  the  over-65  population  who  needs  them. 

With  the  authority  of  the  Council,  we  have  also 
tried  to  secure  the  services  of  a lobbyist  in  Dover 
in  cooperation  with  other  organizations  with  similar 
interests.  This  has  not  worked  out  as  yet,  but  is 
still  under  exploration. 
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Liaison 

The  Society  has  been  actively  seeking  liaision 
and  understanding  with  other  groups,  in  an  attempt 
to  spot  and  meet  problems  before  they  become  acute. 

Optometry,  with  which  medicine  has  had  its 
problems  in  the  past  year,  has  been  living  up  to 
an  agreement  to  try  to  work  out  differences  of 
opinion  between  the  professional  societies  rather 
than  on  the  floor  of  the  legislature.  A recent  con- 
ference with  the  optometrists  indicates  that  they 
feel  the  status  of  the  technician  is  still  a problem, 
and  that  the  use  of  some  drugs  is  still  an  ambition. 
No  satisfactory  agreement  has  been  reached  on 
these  points.  It  should  be  pointed  out  that  the 
optometrists  were  of  positive  help  in  the  passage 
of  the  Kerr-Mills  Law,  and  are  interested  in  working 
with  the  Society  in  matters  of  professional  incorpor- 
ation. The  Medical  Society  has  recognized  that 
there  are  areas  in  professional  incorporation  which 
are  largely  unexplored  even  by  the  tax  courts,  and 
has  gone  slow  on  this.  Furthermore,  the  Keogh 
Bili,  HR  10,  has  now  passed  both  Houses  of  the 
Federal  Congress  for  the  first  time.  It  is  presently 
in  Conference  Committee.  The  final  version  of  the 
bill,  assuming  that  it  becomes  law,  will  have  an 
effect  on  professional  incorporation. 

This  House  of  Delegates  took  definitive  action 
toward  osteopathy  last  year.  Hospital  staff  amalga- 
mation has  been  slow,  but  in  the  one  hospital  in 
which  it  has  been  tried  it  seems  to  be  working 
satisfactorily.  An  indirect  benefit  has  been  the 
active  cooperation  of  the  osteopaths  in  defeating 
a proposal  to  redefine  the  word  “physician”  in  the 
Delaware  Code  to  include  chiropractors.  I have 
been  invited  to  meet  with  the  State  Osteopathic 
Society,  and  have  found  an  active  interest  in  up- 
grading standards.  One  example  is  the  expressed 
desire  of  the  osteopaths  to  consolidate  the  standards 
of  licensure. 

I have  touched  upon  relations  with  Labor  in 
discussing  the  Kerr-Mills  Law  and  the  Prepayment 
Committee.  It  has  been  a moot  point  in  the  past 
if  local  contacts  could  accomplish  anything  worth- 
while. So  far,  those  contacts  have  proved  fruitfull, 
although  there  is  going  to  be  conflict  from  time  to 
time.  I hope  and  I believe  that  a basis  for  respect 
has  been  formed,  from  which  the  organizations  can 
continue  to  work  together  on  problems  of  mutual 
concern.  I know  that  this  basis  is  forming  between 
doctors  and  labor  leaders  who  have  met  together. 

Better  undestanding  between  doctors  and  lawyers, 
an  active  project  of  both  the  Medical  Society  and 
the  Bar  Association,  has  been  advanced  by  the 
institution  of  a malpractice  screening  board.  The 
purpose  of  this  Board  will  be  to  discourage  spurious 
suits,  and  to  promote  justice  for  the  physician  and 
for  the  patient.  Also,  during  the  past  year,  the 
News  Journal  papers  have  adopted  a policy  of  pub- 
licising suits  against  physicians  only  when  they 


come  to  trial,  and  not  when  they  are  filled.  This 
is  an  exceptionally  mature  attitude,  and  one  for 
which  the  News  Journal  Company  should  receive 
full  credit. 

The  Department  of  Public  Welfare  has  asked  the 
Society  for  active  participation  and  guidance  in  the  i 
development  of  its  Kerr-Mills  program.  Drs.  La- 
Motte  and  Arminio  have  been  appointed  to  the 
Advisory  Board.  This  is  a good  sign.  The  history 
of  Kerr-Mills  implementation  in  other  states  has  | 
not  always  shown  this  spirit  of  cooperation.  This,  i 

too,  has  been  the  result  of  contact,  actively  sought,  ! 

with  each  side  gaining  a better  understanding  of  ! 
the  other’s  problem. 

I’ve  also  been  pleased  to  have  been  able  to  sit 
in  on  a number  of  meetings  of  the  Association  of 
Delaware  Hospitals,  and  to  have  been  appointed  a 1 
member  of  the  Welfare  Council’s  Conference  of 
Agency  Executives.  Active  contact  with  the  nursing 
homes,  nurses,  and  dental  societies  is  still  being 
maintained  through  the  Joint  Council  on  Aging. 

Medical  Journal 

I 

The  Medical  Journal  is  in  financial  trouble,  as 
you  will  see.  The  reasons  are  obvious  and,  un- 
fortunately, almost  entirely  beyond  our  control. 
Advertising  revenue,  which  is  about  95%  from  j 
national  accounts,  has  fallen  from  $29,850  in  1959-  j 
60  to  $16,726.09  in  1961-62.  Printing  expense  has  > 
fallen,  in  the  same  period,  from  $23,080  to  $15,158.16,  i < 
this  past  year.  It  is  not  difficult  to  explain  why  > 

printing  costs  fall  more  slowly  than  advertising  j 

revenues.  The  basic  overhead  of  the  printer,  rent, 
power  labor,  taxes,  depreciation,  have  not  decreased  ' 
and  have  probably  increased.  The  savings  to  the 
Journal  in  decreased  volume  have  not  offset  these  j 
factors.  An  additional  factor  has  been  more  realistic  r,. 
sharing  of  expense  by  the  Journal.  In  1959-60  $750  ! ' 

was  contributed  by  the  Journal  to  the  Society’s 
cost  of  operation.  Last  year,  this  figure  was  $2,000.  ; 

Student  Recruiting:  ' 

The  persuasion  of  students  to  enter  medicine 
remains  a problem  of  high  priority.  The  Society’s 
Health  Fair  Exhibit  was  devoted  to  explaining  i 

medicine  to  potential  students.  Many  of  you  saw  | 
this  exhibit  which  used  both  sound  and  colored 
slides  to  tell  its  story. 

I; 

I’ve  also  conferred  with  the  Pre-Medical  Advisor 
at  the  University  of  Delaware.  It  is  his  belief  that 
more  intensive  recruiting  in  the  high  schools  is 
necessary.  He  also  believes  that  the  University  of  j; 
Delaware  has  problems  in  pre-medical  education,  I 
not  the  least  of  which  is  the  need  of  some  students  I 
for  special  teaching.  The  Committees  on  Education 
and  Scholarships  hope  to  be  of  some  help  with  this 
problem. 

You  will  hear  the  Scholarship  Committee’s  report 
somewhat  later.  The  Society  has  four  medical  , 
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students  receiving  its  help  this  year.  Since  the 
Society  began  its  scholarship  program,  the  Academy 
of  Medicine  has  also  begun  a fine  loan  program, 
which  is  also  helping  Delaware  students  to  become 
physicians. 

Blue  Cross  Group 

The  Blue  Cross-Blue  Shield  Group  which  is  op- 
erated by  the  Society  for  its  members  and  their 
employees  now  has  263  members,  with  an  annual 
billing  of  $36,670.56.  This  continues  to  be  an  ac- 
tively sought  benefit  of  membershp.  It  has  proved 
useful  both  to  the  physician  and  his  family,  and  to 
physician’s  office  help,  as  doctors  compete  with 
hospitals  and  private  industry  for  competent  em- 
ployees. The  Group  offers  the  member  a substantial 
cash  saving.  This  amounts  to  $45  on  the  most 
commonly  held  policy.  Considering  the  pre-tax 
nature  of  Society  dues,  and  the  post-tax  nature  of 
health  insurance  premiums,  it  has  become  literally 
cheaper  for  the  family  contract  subscriber  in  this 
group  to  belong  to  the  Medical  Society  of  Delaware 
than  not  to  belong  and  to  purchase  the  same  cover- 
age as  an  individual. 

To  the  best  of  my  knowledge,  this  remains  the 
only  such  group  operated  by  a state  medical  society 
in  which  premiums  are  banked  to  repay  the  cash 
outlay  necessary  for  administration  without  a sur- 
charge to  the  subscriber.  The  Society  continues 
to  offer  and  actively  review  an  income  replacement 
policy  as  a supplement  to  hospital,  surgical  and 
medical  coverage. 

In  conclusion,  I want  to  call  your  attention  to 
the  continuing  effort  and  devotion  of  Mrs.  Winifred 
S.  Donnelly,  office  secretary,  and  Mrs.  Melita  A. 
Phillips,  assistant  editor  of  the  Medical  Journal. 
I want,  too,  to  express  my  own  appreciation  to  the 
officers  and  members  of  each  county  medical  society 
for  their  courtesy  and  hospitality  when  I have 
visited  them,  and  to  the  members  of  the  Medical 
Society  of  Delaware  for  their  help  and  courtesy 
during  the  year  past. 

Respectfully  submitted 
MR.  LAWRENCE  C.  MORRIS,  JR 
Executive  Secretary 

Dr.  McGuire:  I have  a comment  to  make  regarding 
the  report.  That  is  that  I think  we  are  indebted 
to  Larry  Morris  and  Miss  Donnelly  and  Mrs.  Phil- 
lips for  the  continuing  fine  work  they  have  done. 
Those  of  us  who  work  in  almost  everyday  contact 
with  them  are  aware  of  the  diligence  and  dedication 
of  their  work,  and  I for  one  would  like  to  ask  for 
a rising  vote  of  thanks  for  the  work  of  Mr. Morris 
and  his  staff.  (Rising  vote  of  applause.) 

Dr.  Rennie:  That  is  very  gratifying  to  come  from 
one  of  the  delegates  rather  than  from  me  because 
it  is  impsossible  for  a President  of  this  Society  to 
run  the  Society  as  it  was  run  years  ago.  There  are 
too  many  facets.  You  have  to  deal  with  labor;  you 


have  to  deal  with  other  societies;  you  have  to  deal 
with  Chicago,  and  the  various  committees;  and  it 
is  just  impossible  to  do  it  alone.  It  is  at  the  end 
of  the  year  that  you  begin  to  grasp  what  they  are 
trying  to  do  and  what  is  going  on.  So  again,  we 
thank  you  very,  very  much. 

Dr.  Barnhart:  I would  like  to  ask  Mr.  Morris  for 
a definition.  What  is  this  “medical  corporation,” 

I believe  was  the  term  used  several  times? 

Mr.  Morris:  This  is  a deal  that  began  out  in 
Montana,  I believe,  about  five  or  six  years  ago. 
The  Kintner  Clinic  incorporated  and  were  in  fact 
a corporation  for  the  purpose  of  practicing  medicine. 
Therefore,  the  doctors  were  employees  of  the  cor- 
poration, and  as  such  they  could  set  up  pension 
plans  and  so  forth  for  themselves.  They  could  also 
pay  corporate  taxes  instead  of  individual  taxes. 
This  is  the  only  such  clinic  that  the  Federal  In- 
ternal Revenue  Service  has  accepted. 

There  is  an  awful  lot  of  unexplored  territory 
here.  A number  of  states  have  gone  to  their 
legisatures  and  had  bills  passed  that  allowed  the 
corporate  practice  of  medicine,  which  at  the  moment 
is  probably — and  I say  “probably”  because  there  is 
no  decision  on  it — but  probably  in  the  opinion  of 
attorneys  illegal  in  Delaware. 

If  H.R.  10  comes  out  of  Conference  Committee 
in  respectable  form,  in  useful  form,  probably  the 
same  general  benefits  will  be  available,  without 
the  disadvantages  of  the  corporation,  and  there  are 
major  disadvantages.  For  example,  you  have  to 
have  continuity  of  ownership,  and  free  transfer  of 
proportions  of  ownership,  which  means  one  doctor 
can  sell  out  to  another  with  or  without  the  consent 
of  his  partners. 

The  general  rule  is  that  if  the  association  looks 
to  the  Tax  Court  more  like  a corporation  than  an 
association,  it  will  be  taxed  as  a corporation  and 
not  an  association.  But  some  of  the  things  you 
have  to  do  to  look  like  a corporation  are  not  entirely 
palatable. 

The  report  was  accepted. 

Dr.  Rennie:  We  will  now  have  the  reports  of  the 
standing  committees.  The  first  one  is  on  Medical 
Education  by  Dr.  Lang. 

REPORT  OF  THE 

COMMITTEE  ON  MEDICAL  EDUCATION 

This  committee  has  been  concerned  with  two  ma- 
jor projects  during  the  past  year.  After  a great  deal 
of  difficulty  brought  on  by  the  withdrawal  of 
financial  support,  the  two-way  Radio  Lectures  from 
the  Pennsylvania  Hospital  will  be  broadcast  once 
again.  The  program  has  been  designed  for  the 
widest  possible  coverage  of  the  various  fields  of 
medicine.  How  long  outside  financial  support  will 
continue  is  problematical  and  it  may  be  that  the 
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local  groups  will  have  to  decide  on  the  worth  of 
this  program  in  terms  of  more  extensive  support. 
It  would  seem  fair  to  report  that  the  medical  groups 
outside  of  Wilmington  have  better  attendance  at 
these  lectures  than  those  in  that  city. 

The  second  project,  which  will  not  reach  fruition 
until  early  1963,  is  that  of  a one  day  session  on 
Peptic  Ulcer  Disease  sponsored  by  this  Society 
with  the  financial  aid  of  the  Lederle  Laboratories. 
This  program  would  appear  to  be  an  excellent  one 
with  several  outstanding  authorities  having  already 
agreed  to  participate. 

The  problem  of  continuing  education  for  the 
practicing  physician  has  been  a major  one  for  many 
years.  Individuals  and  small  groups  have  attempted 
to  solve  this  problem  without  proper  resources  or 
experience  and  with  resulting  chaos. 

The  situation  has  become  so  critical  that  even 
the  Council  on  Medical  Education  and  Hospitals  of 
the  American  Medical  Association  have  taken  notice. 
When  I became  Chairman  of  the  Committee  on 
Education  of  this  Society,  one  of  my  primary  ob- 
jectives was  to  conduct  some  sort  of  meaningful 
survey  of  the  educational  needs  and  resources  of 
our  medical  community.  I regret  to  say  that  the 
project  has  remained  entirely  in  my  imagination. 
The  Committee  is  small,  meetings  are  difficult  to 
arrange  and  the  Chairman  somewhat  pressed  for 
time.  However,  I still  feel  that  this  is  not  only  a 
worthwhile  project  but  an  extremely  pressing  one. 
I would  suggest  that  the  Committee  be  enlarged 
so  that  the  work  entailed  could  be  delegated.  Since 
I believe  that  medical  education  is  the  function  of 
the  community  hospital  and  that  only  in  this  en- 
vironment can  it  be  successful,  I would  further 
suggest  that  at  least  one  member  from  each  hospital 
in  the  state  be  appointed  to  this  Committee.  Care- 
ful search  should  be  made  to  secure  individuals 
interested  in  this  problem  and  willing  to  devote 
the  time  and  energy  required. 

Respectfully  submitted, 
LEONARD  P.  LANG,  Chairman 

The  report  was  accepted. 

Dr.  Rennie:  The  next  one  is  that  on  Public  Laws 
from  Dr.  LaMotte. 

REPORT  OF  THE 
COMMITTEE  ON  PUBLIC  LAWS 

During  the  past  year,  this  Committee  has  chiefly, 
once  again,  been  concerned  with  legislation  on  both 
a National  and  State  level  concerning  the  financing 
of  medical  care  for  the  aged.  In  the  many  activities 
undertaken  to  combat  Federal  legislation  to  finance 
medical  care  for  the  aged  through  the  Social  Security 
System,  the  members  of  this  committee  have  been 
joined  by  the  members  of  the  County  Society  Legis- 
lative Committees,  the  State  and  County  Woman’s 
Auxiliaries,  and  many  other  interested  members 


of  the  Society,  all  of  whom  have  played  an  important 
part  in  this  struggle.  Such  activities,  in  addition 
to  numerous  meetings  with  the  aforementioned 
groups,  have  included  a potent  letter  writing 
campaign  by  our  ladies,  frequent  contacts  with 
representatives  of  the  press  and  of  the  Delaware 
Broadcasters  and  appearances  on  question  and 
answer  radio  probrams.  ' It  would  be  impossible 
to  review  in  detail  all  of  these  activities  in  this 
report  or  to  acknowledge  in  any  adequate  way  all 
of  the  many  individuals  involved.  Suffice  it  to  say 
that  when  in  July  of  this  year  the  United  States 
Senate  was  successful  in  killing  for  this  session  any 
possibility  of  the  passage  of  this  type  of  legislation, 
both  of  Delaware’s  Senators  voted  against  Social 
Security  Financing  of  Medical  Care  for  the  Aged. 
Many  physicians  throughout  the  State  actively 
commended  Senators  Williams  and  Boggs  for  this 
action. 

The  major  State  activity  was  also  related  to  this 
larger  problem,  namely,  the  implementation  of  the 
Kerr-Mills  Act  in  Delaware.  This  was  successfully 
accomplished  through  the  cooperation  of  Medicine, 
Hospital  Adminstrators,  The  Welfare  Council,  The 
State  Board  of  Welfare,  The  Labor  Council,  Legisla- 
tors on  both  sides  of  the  aisle  and  the  State  Ad- 
ministration. The  State  Department  of  Public 
Welfare  is  now  authorized  by  law  to  establish  a 
program  to  pay  for  all  health  services  required, 
whatever  they  might  be,  by  those  Delawareans  on 
Old  Age  Assistance.  It  is  to  be  noted  that  because 
of  the  lack  of  previous  experience  with  any  similar 
program  in  the  State  of  Delaware,  the  enabling 
legislation  now  in  force  covers  only  those  on  Old 
Age  Assistance,  numbering  around  1150  in  the 
State  of  Delaware.  It  is  hoped  that  with  the  experi- 
ence gained  by  a year  or  more  of  implementation 
of  this  program,  where  the  need  exists  such  a pro- 
gram might  be  expanded  to  become  a true  medical 
aid  to  the  aged  program  for  that  category  of  the 
aged  known  as  the  medically  indigent.  Thus,  the 
Kerr-Mills  legislation  was  really  a stimulus  for 
Delaware  to  get  started  on  a program  for  health 
care  for  those  on  Old  Age  Assistance  which  many 
states  have  had  for  some  years. 

This  program  is  not  yet  in  actual  operation,  but 
the  Department  of  Welfare  has  named  a director 
for  this  program,  and  a Citizen’s  Advisory  Committee 
is  beginning  its  meetings  to  establish  the  regulations 
required  to  put  this  program  into  action. 

An  incidental  activity  on  the  State  level  was 
brought  about  by  the  Kerr-Mills  implementation 
legislation.  The  chiropractors  submitted  a Bill  in 
the  State  House  which  would  have  re-defined  the 
word  “physician”  in  Delaware’s  Public  Assistance 
Law  to  mean  not  only  doctor  of  medicine  and  doctor 
of  osteopathy  but  also  doctor  of  chiropratic.  The 
alleged  purpose  of  this  legislation  was  to  qualify 
the  chiropractor  to  participate  in  the  State  KeiT- 
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Mills  Program.  The  larger  purpose  seemed  evident 
to  many,  and  it  was  felt  important  to  the  public 
welfare  to  prevent  this  change  in  definition  of 
“Physician.”  To  that  end  a number  of  physicians 
appeared  in  a public  hearing  on  the  floor  of  the 
House  in  Dover,  and  were  successful  in  preventing 
the  passage  of  this  Bill  to  re-difine  “physician.” 
Some  small  compromise  was  necessary  in  that  the 
final  wording  of  the  Kerr-Mills  Implementation  Act 
in  Delaware  contains  the  words  “chiropractic  serv- 
ices” as  one  of  the  possible  services  which  might 
be  covered  by  this  legislation. 

The  Committee  has  met  with  representatives  of 
the  American  Medical  Political  Action  Committee 
(AMPAC),  and  has  cooperated  with  efforts  on  a 
county  level  to  establish  a local  Statewide  Medical 
Political  Action  Committee.  The  Council  of  the 
Medical  Society  of  Delaware  has  given  its  approval 
for  its  individual  members  to  participate  in  this 
type  of  activity  and  has  encouraged  the  development 
of  such  a local  Political  Action  Committee.  The 
formation  of  the  Delaware  Medical  Political  Action 
Committee  is  now  in  progress,  and  the  committee  on 
Public  Laws  believes  that  this  will  be  an  effective 
way  in  which  physicians  can  individually  play  a 
more  important  role  in  selecting  not  only  the 
members  of  the  state  legislature,  but  the  cooperation 
with  the  American  Medical  Political  Action  Com- 
mittee, play  some  part  in  encouraging  like-minded 
legislators  from  other  states. 

In  the  coming  year  the  Committee  on  Public  Laws 
may  be  asked  to  make  recommendations  on  a num- 
ber of  proposals,  among  which  are  the  following: 

1.  An  increase  in  the  appropriations  for  the  con- 
duct of  the  Medical  Examiners  office. 

2.  A proposed  mandatory  Licensing  Bill  for  Nurs- 
ing, as  approved  by  the  Board  of  Directors  of  the 
Delaware  Nurses  Association. 

3.  A proposal  relating  to  the  disposition  of  un- 
claimed dead  bodies,  the  use  thereof  b.y  certain 
hospitals  in  connection  with  anotomical  studies,  and 
the  powers  and  duties  of  the  Medical  Council  of 
Delaware  with  regard  thereto. 

4.  Consideration  of  proposals  on  legislation  in 
Delaware  to  permit  professional  associations  to  be 
taxed  as  corporations. 

Finally,  the  1961  report  of  this  committee  included 
the  following  item:  “It  has  become  quite  evident 
that  if  the  proper  job  is  to  be  done  on  a state  level, 
additional  administrative  help  is  necessary  in  the 
Medical  Society  of  Delaware.  It  is  suggested  that 
funds  be  secured  to  pay  for  a second  man  in  the 
office  of  the  executive  secretary  who,  during  the 
time  of  the  general  Assembly  is  in  session  will  act 
as  lobbyist  there,  and  at  other  times  will  serve  as 
a full  time  public  relations  officer  for  the  society.” 
It  is  felt  that  some  consideration  of  this  proposal 
is  no  less  important  in  1962  than  it  was  in  1961. 


The  invaluable  contributions  of  many  unnamed 
persons  to  the  activities  of  this  committee  are  here- 
by ackowledged,  especially  those  of  the  society’s 
executive  secretary. 

Respectfully  submitted 
WILLIAM  O.  LaMOTTE,  JR.,  Chairman 

The  report  was  accepted. 

Dr.  Rennie:  The  next  report  is  that  of  the  Budget 
Committee  by  Dr.  Levy. 

REPORT  OF  THE 
BUDGET  COMMITTEE 

Your  Committee  has  met,  reviewed  the  budget 
expenses  of  the  year  past  and  discussed  the  needs 
of  the  Society  for  the  year  to  come.  We  recommend 
adoption  of  the  following  budget  for  calendar  1963. 

RECEIPTS 


Dues,  State  Society  

$20,750.00 

Dues,  AMA  

18,765.00 

Collection  commissions 

— AMA  dues  

187.65 

Overhead  contribution 

from  DMJ  

1,980.00 

Exhibit  rental  

1,000.00 

Banquet  tickets  

1,400.00 

Dividends  

740.00 

Interest  

500.00 

'Total  Receipts  

$45,322.65* 

DISBURSEMENTS 

Salaries  

$14,700.00 

Payroll  taxes  

281.34 

Hospitalization,  office  sec.  .. 

62.40 

Total  

$15,043.74 

OPERATIONS 

Journal  subscriptions  

$ 

1,251.00 

Audit  fee  

275.00 

Committee  Appropriations 

Public  Laws  

500.00 

Med.  Serv.  & Pub  Rela 

100.00 

AMA-ERF  

150.00 

Emergency  Preparedness  .... 

100.00 

Woman’s  Auxiliary  

100.00 

Contingency  

450.00 

$ 2,926.00 

DUES  FORWARD 

American  Medical  Assn 

$18,765.00 

Office  expense.  Academy 

contribution  

2,100.00 

Telephone,  Telegraph  

650.00 

Sationery,  Printing  

600.00 

Miscellaneus  

150.00 

$ 3.500.00 

TRAVEL 

AMA  Delegate  

$ 

750.00 

AMA-MSEA  Conference  .... 

150.00 

AMA  Institute  

150.00 

Local  

300.00 

Contingency  350.00 
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ANNUAL  MEETING 


$ 1,700.00 


Stenotyping  $ 150.00 

Printing  200.00 

Prospectus  50.00 

Supper,  House  of  Delegates  150.00 

Banquet  1,200.00 

Guest  Speaker  300.00 

Freight  Charges  100.00 

Wiring  50.00 

Porters  50.00 

Clerical  Help  45.00 

Janitorial  Help  25.00 


$ 2,320.00 


SUBSCRIPTIONS,  CONTRIBUTIONS,  DUES 


Poison  Information  Service  $ 100.00 

AMA,  Aces  & Deuces  Dues  25.00 

Conference  of  Presidents  of 

State  Medical  Societies  ..  25.00 

Medica  Society  Executives 

Association  10.00 

Del.  State  Chamber  of  Com- 
merce   50.00 

Del.  State  Science  Fair  50.00 

Shearon  Leg.  Service  12.50 

$ 272.50 

Unbudgeted  for  contingency  ....  $ 795.41 


^Receipts  and  Disbursements  do  not  include 
scholarship  assessment,  which  is  self-liquidating. 


The  Committee  on  Budget  calls  your  attention 
to  contingency  funds  within  the  budget.  Since  it 
is  impossible  for  us  to  anticipate  exactly  what  the 
Society  will  be  called  upon  to  do  in  each  of  its 
many  areas  of  activities  in  the  next  year  and  a half 
we  consider  the  keeping  of  uncommitted  funds  in 
the  budget  absolutely  neccessary.  This  budget, 
therefore,  does  not  show  exactly  where  all  of  the 
Society’s  funds  will  be  used,  but  rather  gives  a 
picture  of  the  essential  framework  within  which 
these  activities  will  be  carried  out. 

Respectfully  submitted 
CHARLES  LEVY,  Chairman 


The  report  was  accepted. 

Dr.  Rennie;  The  next  one  will  be  Publications, 
which  is  in  two  parts. 

REPORT  OF  THE 
PUBLICATIONS  COMMITTEE 
Report  Of  The  Editor 

The  State  of  the  Journal  can  be  seen  at  a glance 
from  the  report  of  the  Managing  Editor.  Briefly, 
the  situation  this  year  is  much  the  same  as  it  was 
one  year  ago  except  that  it  is  increasingly  severe. 
I refer  of  course  to  the  volume  of  advertising.  This 
is  a situation  that  is  common  to  all  of  the  small 
State  Journals  and  is  not  at  all  peculiar  to  Dela- 
ware. We  have  no  control  over  this  situation  and 
the  future  of  the  Journal  will  depend  to  a large 


extent  upon  the  action  in  Congress  of  measures  now 
before  the  House. 

It  is  a pleasure  to  report  that  at  the  Annual 
Meeting  of  the  Editors  of  the  State  Journals  held 
in  Chicago  in  October  1961,  the  Delaware  Medical 
Journal  was  awarded  the  higest  rating  from  all  of 
the  member  Journals.  The  Journals  are  rated  every 
year  with  regard  to  the  format.  As  Editor,  I point 
to  this  with  considerable  pride  but  all  credit  is  due 
to  the  Assistant  Editor,  Mrs.  Melita  Phillips  whose 
great  talents  along  the  lines  of  art,  illustration,  and 
page  layout  are  the  reason  for  this  high  rating  of 
our  Journal. 

Respectfully  submitted 
A.  HENRY  CLAGETT,  JR.,  Editor 

Report  Of  The  Managing  Editor  And 
Business  Manager 

Conclusion  of  business,  July,  1961  issue  through 
conclusion  of  business  July,  1962  issue. 

STATEMENT  A — Operating  Account 
Balance,  preceding  annual  report  $1,607.76 


RECEIPTS 


Advertising  

$16,726.09 

Subscriptions  

1,455.50 

Single  copy  sales  

35.01 

Interest,  US  Govt.  Bonds  .... 

43.75 

Staff  expense  (reimbursed 

by  SMJAB)  

143.72 

SMJAB,  Working  Fund  and 

Discount  Rebate  

193.95 

Royalty,  Microfilm  sales  

1.44 

Withdrawn  from  reserve 
Wilmington  Saving  Fund 

Society  

3,500.00 

Total  Receipts  $22,099.46 

Pro  contra-non-negotiable  check  $180.00 


DISBURSEMENTS 

Printing  and  Mailing  of 

Journal  $15,158.16 

Salaries  6,000.00 

OASDI  Taxes  185.00 

Photography  30.00 

Plates  255.47 

Press  Clipping  Service  240.90 

Addressing  and  maintenance 

of  mailing  lists  120.00 

Staff  Expense  (reimburse- 
ment by  SMJAB)  143.72 

Insurance  92.85 

Postage  deposit  100.00 

Stationery  and  envelopes  ..  58.50 

Misc.  office  supplies  4.74 

Medical  Society  of  Delaware 
■ — overhead  assessment  ..  1,980.00 


Total  Disbursement  $24,369.34 

Balance,  end  of  business  year  ($662.12) 
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STATEMENT  B — Savings  Account 


Balance,  9-1-61  $13,865.79 

Withdrawals  3,500.00 


$10,365.79 

Interest  542,96 


Balance,  9-1-62  $10,908.75 

STATEMENT  C — War  Bonds,  current  interest 

Purchased  1942,  at  cost  $ 3,502.38 

Current  Value  3,502.38 

SUMMARY 

Operating  Funds  and  Reserves,  1961  $18,975.93 

Operating  Funds  and  Reserves,  1962  $13,749.01 

Net  Loss  for  Year  $ 5,226.92 


Respectfully  submitted, 

M.  A.  TARUMIANZ,  Managing  Editor 
MR.  L.  C.  MORRIS,  JR.,  Business  Manager 

Dr.  Rennie:  The  Council  came  to  the  conclusion 
that  we  should  really  back  this  Journal  and  make 
it  an  excellent  one,  which  can  be  done. 

The  report  was  accepted. 

Dr.  Rennie;  The  Woman’s  Auxiliary  of  the  Society 
has  done  such  a wonderful  piece  of  work,  they  have 
been  willing  to  accept  a lot  of  responsibility  and 
have  done  it  with  a lot  of  know-how,  and  we  really 
appreciate  what  they  have  done.  Mrs.  Casella,  who 
is  the  President  of  the  Woman’s  Auxiliary,  will  give 
her  report.  (Standing  vote  of  applause.) 

REPORT  OF  THE  WOMAN’S  AUXILIARY 

TO  THE  MEDICAL  SOCIETY  OF  DELAWARE 

We  welcome  this  opportunity  to  report  to  you, 
the  official  body  of  the  Medical  Society  of  Delaware. 
This  report  is  actually  based  upon  the  accomplish- 
ments of  all  three  county  auxiliaries  and  upon  the 
activities  of  all  standing  committee  chairmen.  As 
a resume  of  our  “Auxiliary  Year,”  may  we  present 
these  highlights. 

As  of  June  28,  1962,  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  Delaware  had  a total 
membership  of  285  members. 

Emphasis  in  auxiliary  work  this  year  has  been 
placed  on  legislation,  American  Medical  Association 
Education  and  Research  Foundation,  program,  and 
community  service.  Our  legislative  committees 
have  been  actively  engaged  in  informative  sessions, 
“Operation  Coffee  Cup,”  distributing  literature, 
letter  writing  and  telegrams  to  our  Congressmen. 
A sizeable  increase  has  been  noted  in  contributions 
to  AMA-ERF.  As  of  June  28,  1962,  the  total  amount 
contributed  by  the  auxiliary  members  was  $1,745.18. 
This  figure  represents  a per  capita  amount  in  excess 
of  $8.00  per  member.  Program-wise,  a “continuity 
conference”  and  advance  planning  have  been  estab- 
lished to  bridge  the  gap  between  changes  in  office, 
both  at  the  state  and  county  levels.  We  have 


worked  diligently  during  the  year  to  keep  our  mem- 
bers informed  on  all  projects.  A newly  established 
member-information  file  is  being  compiled.  The 
groundwork  for  honorary  membership  has  been 
established.  The  most  successful  and  far  reaching 
community  service  activity  in  all  counties  was  the 
cooperative  planning  for,  and  the  participation  in, 
the  Health  Fair.  Auxiliary  activitiy  was  concen- 
trated on  the  specially  arranged  and  conducted  tours 
for  school  children.  Members  of  the  medical  and 
dental  auxiliaries  served  as  guides  for  the  8,000 
students  attending. 

Our  Health  Careers  program  has  been  most  ef- 
fective. This  committee  screened  a total  of  thirty- 
eight  applicants.  Of  these,  twenty-two  were  given 
Grants-in-Aid  amounting  to  $5,650.00.  ($1,550.00 

awarded  by  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  Delaware;  $3,000.00  awarded  by  the 
Rotary  Club  of  Wilmington;  $600.00  special  merit 
award  by  the  Woman’s  Auxiliary  to  the  New  Castle 
County  Medical  Society,  and  $500.00  award  by  the 
Lions  Club  of  Milford.) 

Not  to  be  overlooked  are  our  expertly  staffed 
committees  on  Mental  Health,  Civil  Defense,  Safety, 
Archives,  Revisions,  “Bulletin”  subscriptions,  and 
“Auxiliary  Affairs.” 

With  a Board  of  Directors  and  an  Advisory  Com- 
mittee ever  ready  to  guide,  counsel  and  support; 
a parent  organization  most  co-operative  in  extending 
courtesies,  assistance  and  many  considerations;  a 
state  society  staffed  with  congenial  and  willing 
workers;  all  auxiliary  members  have  worked  to- 
gether to  promote  the  high  aims  and  ideals  of  the 
American  Medical  Association  and  the  Medical 
Society  of  Delaware. 

A complete  report  of  the  “Auxiliary  Year”  has 
been  filed  and  is  available  to  all  members  for  future 
reference. 

It  has  been  a privilege  and  a pleasure  to  present 
this  report. 

MRS.  JOSEPH  V.  CASELLA,  President 

Dr.  Rennie;  I think  that  is  a most  excellent  report, 
Mrs.  Casella.  We  do  appreciate  all  the  work  that 
you  have  been  doing,  and  it  is  interesting  to  see 
how  Funds  keep  piling  up  and  scholarships  are 
being  given  for  nurses,  etc.  Thank  you  very  much. 

The  report  was  accepted. 

Dr.  Rennie.  Now  we  have  the  Reports  of  Special 
Committees. 

REPORT  OF  THE  ADVISORY  COMMITTEE 
TO  THE  WOMAN’S  AUXILIARY 

There  were  no  formal  meetings  of  the  Advisory 
Committee  to  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  Delaware.  However,  the  committee 
members  stood  ready  to  advise  and  assist  such  a 
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fine  organization.  The  auxiliary  women  are  to  be 
congratulated  for  their  accomplishments  during  the 
past  year. 

Respectfully  submitted 
JOSEPH  V.  CASELLA,  Chairman 

The  report  was  accepted. 

REPORT  or  THE  AMA-ERF  COMMITTEE 

As  chairman  of  the  Committee  of  the  American 
Medical  Education  and  Research  Foundation  for 
the  Medical  Society  of  Delaware  I should  like  to 
report  that  we  are,  at  the  present  time,  in  the  midst 
of  our  annual  campaign.  It  is  our  plan  for  the 
current  year  to  follow  our  general  mailing  with  a 
personal  solicitation.  I can  further  report  that  the 
physicians  of  Delaware  have  a good  record  in  con- 
tributor percentage  and  the  Committee  hopes  to 
show  even  greater  participation  during  the  current 
year. 

Respectfully  submitted 
JOSEPH  M.  BARSKY,  JR.,  Chairman 

The  report  was  accepted. 

Dr.  Rennie:  Next  we  have  the  Health  Fair  Par- 
ticipation report.  This  is  in  two  parts.  The  first 
part,  the  Participation  Committee,  Dr.  Howard. 
The  second  part,  the  Exhibit  Committee,  Dr.  Katzen- 
stein.  This  was  a great  event  in  this  area  and  was 
a terrific  success. 

REPORT  OF  THE 

DELAWARE  HEALTH  FAIR  COMMITTEE 
Participation  Committee 

At  the  July  6,  1961  meeting  of  the  Council  of 
the  Medical  Society  of  Delaware,  it  was  deeided 
that  a committee  be  appointed  to  investigate  the 
feasibility  of  producing  an  exhibit  on  the  subject 
of  medical  economics  or  medical  education  for  the 
State  Health  Fair  in  Wilmington. 

Portions  of  this  committee  met  with  the  President 
of  the  State  Society  and  selected  a local  project 
with  permanent  possibilities. 

A project  committee  with  Dr.  Katzenstein  as 
chairman  and  representatives  of  the  Wilmington 
Hospital  Educational  Directors  were  enjoined  as 
assistants  to  develop  a permanent  exhibit  which 
would  be  available  for  future  use,  stay  within  the 
budget  and  attract  interest. 

A project  and  display  were  finally  agreed  on — 
an  automatic  continuous  slide  projector  was  pur- 
chased and  back  drop  and  signs  were  ordered. 

With  inadequate  funds  (in  respect  to  competing 
with  commercial  exhibits)  our  chairman  Dr.  Katzen- 
stein developed  a most  commendable  exhibit  which 
is  now  available  for  future  use  (with  modernization) 
throughout  the  State. 

Through  our  local  physicians  and  particularly 
Dr.  Martin  Yalisove,  a alocal  dentist,  a series  of 


appropriate  slides  depicting  the  whole  scope  of  the 
medical  physician  was  prepared  and  shown. 

As  pilot  chairman,  I can  but  again  thank  Dr. 
Katzenstein,  Mr.  Morris,  and  all  the  committee 
members  in  making  our  exhibit  a success. 

Respectfully  submitted, 
JOHN  W-.  HOWARD,  Chairman 

Report  Of  The  Exhibit  Committee 

The  Health  Fair  is  now  history  and  everyone 
speaks  of  its  unqualified  success.  Your  Society  had 
a booth  there  which  was  well  received.  The  cost 
of  the  exhibit  was  $2100,  of  which  $550  was  spent 
for  a Beseler  Sale-o-matic  which  is  an  automatic 
slide  projector  and  a tape  Loop  Repeater  which 
is  a synchronized  sound  device.  The  rest  of  the 
exhibit  is  a portable  attractive  stand  which  can 
be  utilized  for  other  exhibits  wherever  they  may 
be  held.  I do  hope  that  this  money  was  well 
spent  and  that  the  exhibit  will  be  utilized  many 
times  in  schools  and  fairs  throughout  the  state. 

Our  deep  appreciation  is  extended  to  Dr.  Martin 
B.  Yalisove  who  took  all  the  pictures  for  the  exhibit 
at  a great  cost  of  time  and  labor  and  with  no  ex- 
pense to  the  Society. 

Respectfully  submitted 
LAWRENCE  KATZENSTEIN,  Chairman 

The  report  was  accepted. 

REPORT  OF  THE 
GRIEVANCE  COMMITTEE 

There  having  been  no  matters  referred  to  the 
Committee  on  grievances  during  the  past  year,  we 
have  no  report. 

Respectfully  submitted, 
LAURENCE  L.  FITCHETT,  Chairman 

The  report  was  accepted. 

REPORT  OF  THE  COMMITTEE  ON 
MATERNAL  AND  INFANT  MORTALITY 

Report  On  Maternal  Mortality 

During  the  year  1961  there  were  11,874  live  births. 
There  were  seven  maternal  deaths,  giving  a .58 
maternal  deaths  per  thousand  deliveries. 

Analysis  of  the  facts  show  that  four  of  the  deaths 
were  caused  by  infection.  Two  followed  caesarean 
sections. 

There  were  two  cases  of  cardiac  arrest,  while 
under  anesthesia.  One  was  also  complicated  by 
extreme  obesity,  toxemia  of  pregnancy  and  associ- 
ated anemia.  The  other  occured  during  a D&C 
for  incomplete  spontaneous  (missed  abortion). 

The  final  death  was  due  to  pulmonary  edema 
associated  with  severe  cardio-renal  disease.  The 
patient  was  about  seven  months  pregnant  when 
.she  was  brought  to  the  hospital  D.O.A. 

It  is  noted  that  infection  has  surpassed  hemorrhage 
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as  the  leading  cause  of  maternal  deaths  in  Dela- 
ware. 

It  is  highly  recommended  that  early  and  adequate 
therapy  be  instituted  where  infection  is  suspected 
in  the  care  of  the  pregnant  patient.  We  urge  the 
continued  efforts  to  improve  pre-natal  and  post- 
natal care  in  Delaware. 

The  committee  wishes  to  again  acknowledge  our 
thanks  to  Mr.  L.  Morris,  Jr.,  Executive  Secretary  of 
the  Medical  Society  of  Delaware,  the  Delaware 
State  Board  of  Health  and  the  cooperation  of  all 
the  physicians  interested  in  improving  maternal 
and  infant  care  in  Delaware. 

Respectfully  submitted, 

F.  S.  HASSLER,  Chairman 

Report  On  Infant  Mortality 

The  Committee  on  Infant  Mortality  studied  the 
records  of  all  the  neonatal  deaths  in  Delaware 
during  the  year  1961.  This  includes  all  deaths  up 


to  28  days  of  age. 

Study  Sources 

The  information  was  obtained  from  the  forms 
filled  in  by  the  attending  physicians  and  the  forms 
were  distributed  by  the  medical  records  departments 
of  the  individual  hospitals.  The  data  compiled  is 
found  in  Tables  I and  II. 

Discussion 

In  1961,  the  neonatal  mortality  rate  for  the  U.S.A. 
was  18.6  deaths  per  1000  live  births.  In  Delaware 
the  rate  was  19.7.  This  is  probably  not  a significant 
rise  from  the  rate  of  15.9  in  1960. 

Little  can  be  said  about  the  death  rates  for  the 
separate  hospitals.  They  are  generally  about  the 
same  as  the  average  for  the  past  years,  except  that 
Milford  Memorial  and  Beebe  Hospitals  have  had 
higher  rates  during  the  past  two  years  than  the 
average  for  the  previous  six  years  studied.  Whether 
this  is  a real  increase  will  be  determined  by  the 
next  few  years. 


Delaware 

Wilmington 

General 

Memorial 

St.  Francis 

Riverside 

Kent  Genei 

Milford 

Memorial 

Beebe 

Nanticoke 

USAF  Hosp: 
Dover 

Del.  State 
Hospital 

Home 

Total 

Total  Live  Births  1961 

2702 

2073  : 

2249 

751 

232 

986 

1027 

393 

524 

777 

1 

158 

11,873 

Deaths  in  1st  28  Days 

49 

42 

41 

13 

5 

17 

22 

13 

8 

13 

1 

10 

234 

*Rate — 1st  28  Days 

18.1 

20.3 

18.2 

17.3 

21.6 

17.5 

21.4 

33.1 

15.3 

16.7 

63.4 

19.7 

Deaths  in  1st  7 Days 

47 

37 

40 

13 

4 

15 

15 

11 

8 

13 

1 

6 

210 

Rate — 1st  7 Days 

17.4 

17.9 

17.8 

17.3 

17.2 

15.2 

14.5 

28.0 

15.3 

16.7 

38.0 

17.7 

Deaths  in  1st  24  Hours 

29 

23 

25 

10 

3 

12 

7 

6 

5 

9 

1 

5 

135 

Rate — 1st  24  Hours 

10.7 

11.1 

11.1 

13.3 

12.9 

12.2 

6.8 

15.3 

9.6 

11.6 

31.7 

11.4 

Deaths  in  1st  7 Days 
Weight  Over  1000  gms. 

25 

23 

31 

9 

2 

9 

7 

9 

5 

8 

0 

3 

131 

Rate — 1st  7 Days  Weight 
Over  1000  gms. 

9.2 

11.1 

13.8 

12.0 

8.6 

9.1 

18.5 

22.9 

9.6 

10.3 

19.0 

11.0 

% Deaths — Previable  Pre- 
matures (500-1000  gms.) 

44.8 

33.4 

22.0 

30.8 

60 

41.2 

13.6 

30.7 

37.5 

38.5 

100 

30 

33.4 

% Deaths — Viable  Prema- 
tures (1000-2500  gms.) 

36.8 

35.7 

31.7 

30.8 

20 

17.6 

68.2 

46.2 

50 

38.5 

0 

10 

36.3 

% Deaths — Full  Term 
(over  2500  gms.) 

18.4 

30.9 

46.3 

38.4 

20 

41.2 

18.2 

23.1 

12.5 

23 

0 

60 

30.3 

Inadequate  Prenatal  Care 

8 

16 

7 

9 

1 

7 

2 

7 

7 

0 

1 

4 

% Inadequate  Prenatal  Care 

16.3 

38.1 

17.1 

7 

20 

7 

9.1 

7 

7 

0 

100 

40 

*Rate=  Deaths/1000  Live  Births 
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TABLE  II 


Delaware 

Wilmington 

General 

Memorial 

1 

St.  Francis 

Riverside 

Kent  General 

Milford 

Memorial 

Beebe 

Nanticoke 

USAF  Hospital 
Dover 

Del.  State 
Hospital 

Home 

Total 

Percent 

Undetermined 

24 

10 

11 

4 

3 

7 

11 

6 

5 

10 

1 

5 

97 

41.5 

Hyaline  Membrane 

5 

2 

5 

2 

1 

15 

6.4 

Congenital  Anomalies 

8 

12 

8 

2 

1 

4 

2 

3 

2 

2 

2 

46 

19.9 

Intrauterine  Anoxia 

3 

10 

6 

1 

2 

22 

9.4 

Intracranial  Hemorrhage 

6 

3 

2 

1 

1 

3 

3 

1 

20 

8.5 

Erythroblastosis  Fetalis 

1 

7 

3 

1 

12 

5.1 

Pneumonia 

1 

4 

1 

1 

2 

9 

3.8 

Intrapulmonary 

Hemorrhage 

2 

1 

3 

1.3 

Cerebral  Edema 

1 

1 

0.4 

Aspiration 

1 

1 

1 

1 

4 

1.7 

Myocarditis 

1 

1 

0.4 

Generalized  Hemorrhage 

1 

1 

0.4 

Sympathicoblastoma 

1 

1 

0.4 

Pulmonary  Embolus 

1 

1 

0.4 

Congenital  Syphilis 

1 

1 

0.4 

Total 

49 

42 

41 

13 

5 

17 

22 

13 

8 

13 

1 

10 

234 

% Autopsied 

45.8 

53.6 

61.9 

54.5 

25 

53 

54.5 

50 

37.5 

38.4 

0 

28.6 

52.1 

% Undetermined 

49 

23.8 

26.8 

30.8 

60 

41.2 

50 

46.2 

62.5 

77 

100 

50 

41.5 

Of  the  24  babies  who 

died  between 

the 

seventh 

Of  the  twelve  erythroblastolic  deaths. 

four 

babies 

and  twenty-eighth  day  i 

of  life. 

nine 

were 

due 

to 

had 

hydrops,  in 

spite 

of  early  delivery  at 

32-36 

congenital  anomalies  and  nine  were  due  to  pneu- 
monia. The  rest  were  distributed  over  a variety 
of  causes. 

When  the  babies  aged  7-28  days  are  excluded, 
the  number  of  deaths  due  to  congenital  anomalies 
is  17.6%  of  the  total  and  is  close  to  the  figure  for 
1960.  From  1954  to  1959  the  percentage  of  deaths 
due  to  malformations  was  consistant  and  averaged 
12.5%.  This  seems  to  be  a fairly  sharp  rise.  The 
increase  in  the  number  of  autopsies  may  mean  that 
we  are  just  finding  more  defects  that  previously 
went  unrecognized.  However,  it  does  cause  one  to 
speculate  about  extraneous  factors  influencing  the 
germ  cells  and  their  intrauterine  growth  and  de- 
velopment. 

The  percentage  of  deaths  due  to  erythroblastosis 
fetalis  jumped  from  2 to  3%  during  the  first  seven 
years  of  this  study,  to  5.1%  during  1961.  This  is 
probably  not  a statistically  significant  change,  but 
a look  at  these  deaths  is  certainly  in  order. 


weeks  gestation.  These  surely  were  unavoidable.. 

One  baby  showed  kernicterus.  Both  parents  of 
this  baby  were  Type  O-Rh  positive,  with  no  report 
of  a hemantigen  titer.  It  is  well  established  that 
other  antibodies  besides  Rh  have  been  identified 
and  known  to  cause  hemolytic  disease  of  the  new- 
born. The  hemantigen  test,  being  a composite  of  all 
erythrocyte  antigens  known  to  cause  erythroblas- 
tosis, will  reveal  sensitization  in  the  mother  due 
to  any  of  these  antigens.  If  a positive  test  occurs, 
the  specific  antibody  in  the  mother’s  serum  can  be 
identified.  If  this  test  is  done  routinely  at  the  same 
time  the  Rh  typing  is  done,  it  can  be  of  great 
assistance  in  alerting  the  physician  to  make  the 
necessary  preparations  for  the  care  of  the  infant 
at  delivery  and  immediately  thereafter.  All  babies 
with  indirect  bilirubins  over  20mg.%  should  have 
exchange  transfusions  to  control  the  level  of  biliT 
rubin  and  prevent  kernicterus,  even  though  the 
specific  cause  for  the  jaundice  is  not  clear. 
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A possible  error  in  Rh  typing  of  the  mother 
accounted  for  delay  in  treatment  in  one  baby  with 
severe  erythroblastosis.  The  baby  was  edematous, 
anemic,  in  respiratory  distress,  and  had  a cord 
bilirubin  of  6.8mg.%.  Labor  began  spontaneously 
three  weeks  prior  to  the  E.D.C.  If  treated  immedi- 
ately after  delivery,  this  baby  might  have  had  a 
more  favorable  outcome. 

Four  of  these  deaths  occurred  during  exchange 
transfusions.  One  of  these  had  hydrops  and  had 
been  delivered  by  Cesarean  Section  after  several 
failures  at  medical  induction  because  of  a rising 
titer.  However,  delivery  at  36  weeks  instead  of 
39  weeks  might  have  been  more  desirable.  The 
other  three  babies,  apparently  doing  well  during 
their  exchange  transfusions,  had  cardiac  arrest 
and  expired.  The  cause  of  this  arrest  is  not  well 
understood.  It  is  felt  that  chemical  adjustment 
during  an  exchange  transfusion  may  be  the  re- 
sponsible factor.  Further  investigation  in  this 
regsu-d  is  currently  being  carried  out. 

The  other  two  erythroblastotics  had  other  com- 
plications. One  had  severe  respiratory  distress 
with  hyaline  membrane  disease,  and  the  other  had 
a subdural  hematoma  on  postmortem  examination. 

The  remaining  deaths  were  generally  about  the 
same  distribution  as  in  previous  years. 

Respectfully  submitted, 

FRANK  S.  HASSLER,  Chairman 

The  report  was  accepted. 

REPORT  OF  THE 
COMMITTEE  ON  ECONOMICS 

This  past  year  the  Medical  Economics  Committee 
continued  to  explore  the  usefulness  of  the  Cali- 
fornia Relative  Value  Index.  A discussion  with 
the  Group  Hospital  Service  about  the  General 
Motors  contract  for  service  benefits  resulted  in  a 
general  physician  response  and  the  withholding  of 
this  contract  temporarily  and  the  initiation  of  the 
Committee  on  Prepayment.  This  committee  has 
continued  in  session  to  this  date. 

The  Committee  has  temporarily  withheld  further 
exploration  into  the  General  Motors  contract,  as 
well  as  to  the  service  contract  for  Delaware,  until 
advised  further  by  the  Committee  on  Prepayment. 

Respectfully  submitted, 
JOSEPH  A.  ARMINIO,  Chairman 

The  report  was  accepted. 

REPORT  OF  THE 

COMMITTEE  ON  MEDICAL  SCHOLARSHIPS 

Scholarships  in  the  amount  of  $500.00  each  were 
renewed  for  the  recipients  of  last  year’s  awards. 
Both  individuals  presented  evidence  of  satisfactory 
performance  in  their  first  year  of  medical  schooling. 
John  W.  Tull  was  awarded  a $500.00  scholarship 


renewable  yearly  on  presentation  of  evidence  of 
satisfactory  performance  and  a one  year  grant  of 
$500.00  was  awarded  to  Oliver  Dale  Collins  who  is 
entering  his  third  year  at  the  University  of  Virginia 
Medical  College. 

Respectfully  submitted, 
LEONARD  P.  LANG,  Chairman 

The  report  was  accepted. 

REPORT  OF  THE 
MEDICAL  SCHOOL  COMMITTEE 

Considerable  efforts  have  been  made  to  initiate 
a formal  survey  regarding  the  need  and  feasibility 
for  a Medical  School  in  Delaware. 

Members  of  our  Committee  visited  New  York  in 
October,  1961  and  talked  with  President  Aldrich 
of  the  Commonwealth  Fund  which  has  made  grants 
for  similar  surveys  in  Florida,  Arizona  and  have 
recently  made  a grant  of  $200,000  for  a medical 
education  survey  of  the  four  Rocky  Mountain  states 
of  Idaho,  Wyoming,  Montana  and  Nevada. 

In  March  1962  your  chairman.  Dr.  L.  B.  Flinn  and 
H.  W.  Lynch  were  invited  by  Dr.  Perkins  of  the 
University  of  Delaware  to  attend  a meeting  in  New 
York  with  Mr.  Aldrich  where  a grant  for  a study 
in  Delaware  was  discussed.  Mr.  Aldrich  declined 
to  make  a grant  partly  because  of  the  possibility 
of  federal  funds  being  available  predicated  on  the 
passing  of  HR4999  which  so  far  has  not  come  to 
pass. 

Several  of  our  committee  members  have  visited 
elected  representatives  and  United  States  Public 
Health  Service  officials  in  Washington,  D.C.,  and 
have  been  assured  that  funds  are  available  for 
construction  but  none  at  present  for  surveys. 

The  University  of  Pennsylvania  Medical  School 
has  expressed  a desire  for  two  year  graduates  from 
Delaware  as  has  Temple  Medical  School.  Our  Com- 
mittee considers  a survey  imperative  and  will  con- 
tinue to  seek  funds  for  such  a purpose. 

Public  funds  such  as  Delaware  Park  Race  Profits 
earmarked  for  charitable  purposes.  General  Motors 
tax  windfall  and  other  public  funds  are  possible 
sources  if  foundation  and  federal  funds  are  not 
obtained. 

The  members  of  our  Committee,  Drs.  H.  Thomas 
McGuire,  James  T.  Metzger,  James  Beebe,  Jr.,  Syl- 
vester W.  Rennie,  Richard  W.  Tobin,  John  J.  Laz- 
zeri,  Andrew  M.  Gehret,  Lewis  B.  Flinn,  Philip  D. 
Gordy  and  Mr.  H.  W.  Lynch  have  devoted  much 
travel,  time  and  thought  to  this  work  and  deserve 
much  credit.  Mr.  H.  W.  Lynch,  our  lay  member, 
has  devoted  much  time  and  travel  in  our  behalf. 

Respectfully  submitted, 
JAMES  E.  MARVIL,  Chairman 

The  report  was  accepted. 
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REPORT  OF  THE 

COMMITTEE  IN  MEDICARE  ADJUDICATION 

Your  committee  has  been  asked  to  adjudicate  three 
claims  from  members  of  our  Society  for  fees  for 
services  to  medicare  dependents  which  were  above 
those  listed  in  the  Schedule  of  Allowances.  In  each 
instance  the  Executive  Secretary  of  the  Society  re- 
ferred the  special  claim  to  that  member  of  the 
Committee  whose  practice  most  nearly  parallels  that 
of  the  claiment.  This  member  then  rendered  an 
opinion  on  the  case  which  was  transferred  to  the 
other  members  of  the  committee  by  mail.  In  the 
event  that  such  a procedure  did  not  establish  a 
majority  opinion,  a meeting  of  the  Committee  was 
called.  One  such  meeting  was  necessary.  All 
claims  have  been  adjudicated. 

Respectfully  submitted, 
LESLIE  M.  DOBSON,  Chairman 

The  report  was  accepted. 

REPORT  OF  THE 

COMMITTEE  ON  MEDICO-LEGAL  AFFAIRS 

The  Committee  on  Medico-Legal  Affairs  has  been 
extremely  active  this  past  year  and  has  worked  in 
happy  and  fruitful  association  with  the  correspond- 
ing Committee  of  the  Delaware  Bar  Association, 
and  its  Chairman,  Mr.  Rodney  W.  Layton. 

The  primary  fruition  of  the  Joint  Committee  has 
been  the  establishment  of  a medical  malpractice 
screening  panel.  This  has  worked  effectively  in  a 
limited  series  of  cases  so  far,  and  it  is  hoped  that 
this  will  continue  as  a major  function  of  the  Dela- 
ware Bar  and  the  Medical  Society  of  Delaware  to 
the  satisfaction  of  all  parties  involved. 

The  function  of  the  Committee  is  to  screen  both 
sides  of  a malpractice  situation  by  persons  com- 
petent in  the  matters  of  medicine  and  law  involved. 
We  hope  to  expedite  justice  for  both  the  patient  and 
the  physician  by  advising  whether  or  not,  in  the 
opinion  of  the  Committee,  a reasonable  basis  for  a 
suit  exists.  The  hope  is  that  this  will  lead  to  speedy 
settlement  or  dropping  of  suits,  as  this  may  be 
appropriate.  This  is  a voluntary  system,  and,  na- 
turally, no  party  is  legally  bound  to  accept  the 
Committee’s  recommendations.  We  hope  that  the 
moral  obligation  to  give  real  weight  to  the  consider- 
ations of  the  Committee  will  prove  effective. 

I think  that  the  Society  should  be  particularly 
cognizant  of  the  splendid  efforts  Mr.  Layton  has 
exerted  on  our  behalf. 

Respectfully  submitted, 
JAMES  T.  METZGER,  Chairman 

The  report  was  accepted. 

Dr.  Rennie:  I would  like  to  mention  at  this  time 
how  appreciative  we  are  of  the  doctors  who  have 
attended  sessions  in  Dover,  since  we  are  talking 
about  Medico-Legal  Affairs,  and  spent  a lot  of  time 


there.  Dr.  Marvil  has  come  up  from  down  state, 
and  the  men  in  this  area.  Dr.  Neese,  Dr.  Lazzeri, 
have  all  been  on  the  ball  and  have  spent  a great 
deal  of  time.  I wish  to  thank  them  very  much  at 
this  time.  Jim,  you  did  a wonderful  job.  Thank 
you. 

REPORT  OF  THE 

COMMITTEE  ON  MIGRANT  LABOR 

A general  survey  of  the  migrant  labor  problem 
was  initiated.  There  are  from  six  to  eight  thousand 
migrant  laborers  in  Delaware  each  summer,  two- 
thirds  of  whom  are  located  in  Kent  County  with 
most  of  the  remainder  in  Sussex  County.  These 
migrants  live  in  approximately  one  hundred  and 
fifty  licensed  camps — one  hundred  of  which  are 
located  in  Kent  County.  The  above  number  of 
laborers,  approximately  20%,  are  Puerto  Ricans. 
This  group  presents  considerably  less  of  a health 
problem  due  to  the  fact  that  they  are  screened 
before  leaving  Puerto  Rico,  bring  no  dependents 
with  them,  and  are  covered  by  health  insurance. 

Steps  already  taken  by  the  State  Board  of  Health 
include  the  issuing  of  a health  record  to  each 
migrant,  the  inspection  of  and  licensing  of  camps, 
and  an  attempt  to  take  chest  x-rays  and  perform 
serologies  on  as  many  as  possible.  It  was  the  con- 
census of  the  committee  that  these  steps  were  best 
carried  out  by  the  State  Health  Department  and 
that  the  only  thing  lacking  was  perhaps  additional 
funds  and  personnel  to  make  them  more  effective. 

Questionaires  were  sent  to  all  hospitals  in  Dela- 
ware in  an  attempt  to  obtain  some  idea  of  the  num- 
ber of  migrants  requiring  inpatient  and  outpatient 
care  and  the  cost  of  such  care.  Replies  were  re- 
ceived from  all  hospitals  except  the  Nanticoke 
Memorial.  Only  two  hospitals  identified  migrant 
laborers  as  such.  The  Kent  General  identifies  all 
inpatients  and  outpatients  but  has  no  record  of  any 
except  those  for  which  no  money  could  be  collected. 
The  total  number  of  these  for  1961  was  ninety-five, 
twenty-four  being  inpatients  and  seventy-one  out- 
patients. The  total  cost  written  off  was  $6,667.01. 
At  the  Milford  Memorial  Hospital  only  inpatients 
who  had  not  paid  their  bills  were  identified.  There 
were  ten  of  these,  and  the  total  cost  written  off 
for  1961  was  $1,221.85.  All  hospitals  agreed  to 
keep  certain  figures  for  the  coming  year  which 
would  greatly  assist  in  measuring  this  problem. 

The  committee  feels  that  much  of  the  problem 
of  migrant  labor  health  properly  belongs  under 
the  State  Board  of  Health,  and  that  the  measures 
taken  by  this  Department  should  be  supported  by 
the  Medical  Society  of  Delaware.  The  impact  of 
migrant  labor  on  the  community  hospitals  and  local 
physicians  can  better  be  stated  in  concrete  terms 
after  figures  are  available  for  1962.  The  com- 
mittee also  plans  to  investigate  the  cost  and  feasi- 
bility of  health  insurance  plans  which  might  be 
available  to  migrant  laborers. 
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Respectfully  submitted, 
LAWRENCE  M.  BAKER.  Chairman 

The  report  was  accepted. 

Dr.  Rennie:  Because  this  year  has  been  one  of 
legisation  and  against  legislation  we  had  to  come 
up  with  a committee  that  has  been  doing  excellent 
work.  It  is  the  Committee  on  Prepayment.  Because 
of  the  size  of  this  committee  and  because  of  the 
ability  of  the  two  men  that  I appointed  co-chairmen 
and  because  of  the  numerous  meetings  they  have 
had — they  have  met,  I think,  every  second  week — 
they  have  been  exploring  the  road  to  prepayment 
plans. 

REPORT  OF  THE 
PREPAYMENT  COMMITTEE 

The  genesis  of  this  ‘ad  hoc”  committee  was  re- 
lated in  a letter  from  President  S.  W.  Rennie  to 
members,  the  Medical  Society  of  Delaware,  April 
13,  1962,  as  follows. 

“As  you  know,  considerable  controversy  has  built 
up  about  the  service  contract  concept — the  concept 
of  a pre-payment  of  all  of  certain  specified  services 
of  physicians  for  individuals  below  a given  income 
level. 

“There  are,  as  1 have  pointed  out  before,  three 
areas  in  which  the  Society  has  interest  in  the  service 
contract  idea. 

“1.  The  national  service  contract  program  under 
Blue  Shield  for  patients  65  years  and  over 
with  low  and  low-average  incomes.  The 
Council  of  the  State  Society  and  the  AMA  are 
both  recorded  as  favoring  this  approach. 

“2.  A request  from  the  Delaware  State  Labor 
Council  for  a service  contract.  The  Society 
is  committeed  to  cooperate  in  good  faith  in 
an  attempt  to  work  out  such  a plan  in  a way 
satisfactory  to  all  parties  concerned. 

"3.  The  General  Motors — United  Auto  Workers 
Contract;  the  Society  has  taken  no  position. 

“Because  of  the  bi’oad  implications  of  these  pro- 
posals, I have  appointed  a Committee  on  Service 
Contracts,  whose  function  is  to  conduct  a positive 
and  active  assessment  of  the  responsibilities  of  the 
Delaware  medical  profession  in  the  area  of  service 
benefits,  and  to  represent  the  Society  in  discussions 
with  representatives  of  labor,  management,  in- 
surers, and  other  groups  as  appropriate  to  see  under 
what  circumstances  a service  contract  might  meet 
the  needs  of  these  groups,  the  community  as  a 
whole,  and  the  medical  profession.  This  will  be  a 
committee  of  19,  broadly  representative  of  the 
State’s  profession,  both  geographically  and  by  type 
of  practice,  under  the  co-chairmanship  of  R.  Douglas 
Sanders,  M.D.,  and  Lemuel  S.  McGee,  M.D. 

“It’s  obvious  that  whatever  the  conclusions 
reached  by  this  Committee,  the  individual  physician 


will  retain  his  right  to  participate  or  not  to  par- 
ticipate in  present  or  future  service  plans.  On  the 
other  hand,  the  information  that  can  reasonably  be 
expected  from  such  a committee  should  provide  the 
individual  with  a better  basis  for  reaching  his  own 
conclusions  than  now  exists. 

“Because  of  the  confusion  and  varying  inerpreta- 
tions  of  the  significance  of  service  plans  that  now 
seem  prevalent,  I wanted  you  to  be  aware  of  this 
activity  on  the  part  of  the  State  Society.” 

At  the  organizational  meeting  of  the  Committee, 
April  23,  1962,  it  was  noted  that  the  first  exploration 
of  the  “service”  contract  concept  in  Delaware  was 
initiated  by  Group  Hospital  Service  about  15  years 
ago.  The  project  was  rejected  by  the  Medical 
Society  ostensibly  on  the  basis  of  the  refusal  of 
GHS  to  give  physicians  equal  representation  on  the 
governing  Board. 

“On  a summarization  of  this  meeting,  the  follow- 
ing points  were  made;  That  the  Society  has  an  obli- 
gation, incurred  by  the  Council  at  the  suggestion 
of  the  Committee  on  Medical  Economics,  to  work 
with  labor  in  good  faith  to  see  if  a service  contract 
can  be  devolped  satisfactorily  to  all  parties  con- 
cerned. In  this  direction,  Mr.  Morris  was  directed 
to  communicate  directly  with  General  Motors  and 
the  United  Auto  Workers  pointing  out  the  existence 
of  this  committee  and  its  willingness  to  pursue 
any  insurance  contract  problems  in  Delaware. 

“Secondly,  the  committee  function  will  include 
study  of  the  over-65  service  contract  proposed  on 
a national  basis  by  Blue  Shield.  A summary  of  this 
program  was  presented,  together  with  the  Pro- 
fessional Indices  and  conversion  factors.  The  Com- 
mittee directed  Mr.  Morris  to  inform  the  Council 
that  it  felt  a re-negotiation  clause  and  a review  com- 
mittee extremely  desirable  for  this  contract,  and 
to  suggest  that  the  Council  give  this  committee  a 
firm  basis  of  authority  to  negotiate  on  behalf  of  the 
Society.” 

Mr.  John  Rowland,  Secretary,  Committee  on  Pre- 
payment of  Medical  Care,  American  Medical  As- 
sociation, discussed  several  types  of  prepayment 
mechanisms  for  the  benefit  of  the  Committee  at  a 
meeting  May  14.  Mr.  Rowland  drew  the  following 
conclusions: 

“1.  First — Dollar  deductible  is  very  difficult  in- 
surance to  sell. 

“2.  A good  indemnity  plan  is  as  good  or  better 
than  the  average  service  contract,  if  the 
indemnity  is  sufficiently  high  to  meet  a sub- 
stantial proportion  of  the  ordinary  bill. 

“3.  Arkansas  has  had  considerable  success  with 
the  single  Blue  Cross-Blue  Shield  Board  by 
utilizing  a by-law  to  the  effect  that  hospital 
and  medical  matters  will  be  referred  to  the 
appropriate  segments  of  the  Board. 
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“4.  An  adequate  review  mechanism  is  absolutely 
necessary  for  good  indemnity  operation. 

"5.  The  Medical  Society  must  be  committed  to 
joint  action  in  its  dealing  with  prepayment 
plans.” 

May  29,  1962,  Committee  meeting: 

“Dr.  Sanders  reported  on  a conference  between 
representatives  of  this  Committee  and  Mr.  H.  V. 
Maybee  of  Group  Hospital  Service  on  May  28  to 
discuss  the  Senior  Citizen’s  Program.  Dr.  Sanders 
reported  that  the  National  Senior  Citizen’s  Pro- 
gram had  been  presented  rather  hurriedly  to  Local 
Blue  Shield.  The  knowledge  of  the  actuarial  bal- 
ance of  the  Program  at  the  proposed  premiums  of 
$3.20  and  $6.10  appears  somewhat  tenuous.  There 
are  estimated  in  Delaware  to  be  35,000  people  over 
age  65,  of  whom  1150  are  on  Old  Age  Assistance 
and  thereby  potentially  eligible  for  Kerr-Mills  as- 
sistance. Mr.  Maybee  estimated  that  5,000  persons 
might  be  eligible  for  service  benefits  under  the 
Senior  Citizen’s  Program.  Representatives  of  the 
Society  had  called  for  renegotiation  provisions,  and 
had  suggested  that  promotion  of  the  program,  once 
acceptably  negotiated,  be  done  to  physicians  by  the 
Society.  It  was  also  urged  that  clear  statement  of 
what  care  is  not  included  be  provided  to  Blue 
Shield’s  subscribers,  perhaps  in  a covering  letter 
with  the  contract. 

“Dr.  McGee  proposed  that  the  dollar  factor  to  be 
applied  against  the  Relative  Schedule  be  tied  to 
the  commodity  dollar.  He  also  urged  a combination 
of  this  program  with  deductible  and  co-insurance, 
stating  that  inclusion  of  these  factors  has  never  been 
a serious  issue  in  the  final  analysis  of  program  ac- 
ceptance. There  was  a discussion  of  hiatus  co- 
insurance  (also  called  Corridor  Co-Insurance),  with 
particular  reference  to  its  affect  upon  low  income 
groups.  Dr.  McGee  suggested  that  a comparison 
of  the  proposed  Blue  Shield  premiums  with  avail- 
able commercial  insurance  programs  be  made.” 
June  19,  1962,  Committee  meeting: 

The  Committee  met  with  representatives  of  Gen- 
eral Motors  management  and  of  U.A.W.  to  obtain 
information  as  to  their  expectations  on  a prepayment 
plan  for  G.M.  employees  in  Delaware.  The  minutes 
reporting  a rather  lengthy  discussion  do  not  lend 
themselves  to  a meaningful  summary  here.  Dr. 
W.  O.  LaMotte,  Jr.,  gave  the  G.M.  representatives 
the  following  summary  of  problems  requiring  de- 
cisions suitable  to  support  backing  of  a “service” 
plan  by  Delaware  physicians: 

“A.  The  jurisdictional  problem  with  Blue  Shield 
on  control  of  the  service  contract. 

“B.  Coverage  of  a reasonably  large  proportion 
of  the  public. 

“C.  Determination  of  who  determines  income, 
and  who  decides  who  is  covered. 

“D.  Working  out  protection  for  physicians’  fees 
against  change  in  dollar  value,  either  by  direct 


tie-in  with  the  commodity  dollar  or  in  other 
ways. 

“E.  If  the  above  conditions  are  met,  insurance 
that  the  physicians  will  retain  control  over 
a considerable  proportion  of  their  income 
thus  affected.” 

July  5,  1962,  Committee  meeting: 

This  meeting  dealt  with  principles  considered 
necessary  for  implementation  of  the  Blue  Shield 
Senior  Citizens’  program  in  Delaware.  The  prin- 
ciples as  reported  to  Medical  Council  (with  subse- 
quent modification)  are  as  follows: 

“1.  The  national  AMA-Blue  Shield  Senior  Citizens’ 
Program  proposes  service  benefits  for  couples 
over  65  years  of  age  whose  incomes  are  $4,000 
or  less  per  year,  or  for  individuals  whose 
incomes  are  $2,500  or  less  per  year.  In  the 
most  literal  sense,  the  selling  of  this  contract 
by  Blue  Shield  is  the  selling  of  the  services 
of  physicians.  This  is  a new  concept  in  Dela- 
ware, and  moves  the  Plan  into  the  sphere 
contemplated  by  the  trademark  ‘Blue  Shield — 
The  Doctors’  Plan.  The  Society  recognizes 
the  valuable  contribution  which  can  be  made 
by  conscientious  and  informed  public  repre- 
sentation in  the  administration  of  the  plan, 
and  has  no  wish  to  exclude  such  representa- 
tion. On  the  other  hand,  the  Society  feels 
a need  for  a proper  balance  of  physician  and 
public  control  in  any  plan  in  which  the  in- 
dividual physician  cedes  his  recourse  to  the 
patient  for  reimbursement  against  inade- 
quacies. 

“The  Society  feels,  therefore,  that  a necessary 
condition  for  its  participation  in  the  Senior 
Citizens’  Program  is  the  vesting  of  full  au- 
thority in  Blue  Shield  matters  in  a Committee 
composed  equally  of  representatives  of  the 
public  and  of  the  medical  profession.  The 
quorum  provision  should  also  call  for  50% 
representation  by  the  medical  profession.  The 
Society  recognizes  that  there  are  valid  reasons 
for  reluctance  to  separate  the  Blue  Cross  and 
Blue  Shield  Boards,  and  does  not  consider 
their  formal  separation  necessary. 

“2.  The  Society  believes  that  Blue  Shield  is  aware 
that  the  professional  fees  proposed  for  the 
Senior  Citizens’  Contract  are  less  than  the 
usual  fees  charged  in  the  state.  The  Society 
is  anxious  that  as  many  people  as  possible 
be  given  an  opportunity  to  prepay  medical 
expense,  recognizes  the  financial  problems 
of  those  patients  who  would  qualify  for  serv- 
ice benefits,  and  is  quite  willing  to  eicourage 
its  members  to  accept  reduced  fees  from 
these  patients.  The  participating  physician’s 
contract,  however,  should  clearly  recognize 
that  these  fees  are  reduced,  and  are  neither 
extensible  nor  to  be  used  as  precedent  in  t^e 
contemplation  of  other  contracts. 
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“3.  Because  the  professional  fee  is  a reduced  fee. 
set  in  recognition  of  limited  financial  re- 
sources, the  Society  feels  that  the  purchase 
by  or  on  behalf  of  a hospitalized  patient  of 
services  not  ordinarily  available  at  the  semi- 
private  rate  and  not  medically  indicated  should 
invalidate  the  physician’s  obligation  to  accept 
the  Blue  Shield  Schedule  as  full  payment. 

“4.  While  the  Society  is  willing  to  offer  service 
benefits  under  certain  conditions,  it  is  not 
willing  to  have  its  members  required  to  check 
the  financial  status  of  each  policy  holder. 
The  original  application  of  the  subscriber 
should  ask  specifically  if  he  qualifies  for 
service  coverage.  If  the  reply  is  affirmative, 
the  certificate  number  is  to  be  coded  with  an 
alphabetic  or  a numerical  prefix  to  suffix  that 
can  be  recognized  by  the  physician  as  indi- 
cating eligibility.  The  Society  recognizes  the 
impracticality  of  Blue  Shield’s  maintaining  a 
continuing  check  after  the  issuance  of  the 
contract.  The  physician,  however,  retains  the 
right  to  challenge  a subscriber’s  eligibility. 

“5.  The  Society  feels  that  subscribers  should 
realize  that  the  Senior  Citizens’  Contract  is 
not  all-inclusive,  and  that  a list  of  services 
not  covered  should  be  a part  of  the  Contract 
and  of  the  sales  literature. 

“6.  Since  this  Contract  will  sell  the  services  of 
physicians,  the  Society  feels  that  sales  litera- 
ture, advertising,  and  prepared  news  releases 
dealing  with  the  Senior  Citizens’  Program 
should  be  approved  by  the  Society.” 


Three  subsequent  meetings  of  the  Committee 
have  dealt  with  explorations  into  the  variety  of  con- 
tracts currently  offered  in  Delaware  by  GHS,  the 
terms  of  prepayment  contracts  offered  by  insur- 
ance carriers,  the  attitudes  of  employers,  of  repre- 
sentatives of  labor  (locally)  and  of  an  infonnal  con- 
sulting committee  to  Blue  Shield  towards  the  need 
and  feasibility  of  service  contracts  for  various  seg- 
ments of  Delaware  citizens.  No  unanimity  of 
opinion  has  been  found. 

At  this  point  the  Committee  must  report  its 
growing  awareness  of  the  complexities  in  the  subject 
of  extending  prepayment  plans  for  medical  care  to 
more  people.  Rational  mechanisms  for  maintaining 
the  quality  of  medical  care,  for  fairly  reimbursing 
practitioners,  for  avoiding  “over-utilization,”  for 
needed  cost  control,  for  protecting  essential  elements 
of  the  patient-physician  relation,  and  for  related 
exigencies,  have  not  evolved  from  existing  schemes 
of  “prepayment.”  The  Committee  is  savoring  the 
bitter-sweet  flavor  of  social  change  and  technological 
progress! 

Respectfully  submitted, 

R.  DOUGLAS  SANDERS. 

LEMUEL  C.  McGEE 

Co-Chairmen 

The  report  was  accepted. 


The  complete  report  of  the  Proceedings  of  the  House 
of  Delegates  is  on  file  in  the  Medical  Society  office 
and  is  available  to  members  for  reference. 


APOLOGY 

In  1960,  for  several  reasons  regai’ding  cost  and  production,  the  publication  of 
Obituaries  was  discontinued  Disrespect  to  our  departed  members  was  never  con- 
sidered or  suggested  and  was  certainly  no  factor  in  this  decision.  The  Journal  had 
been  pressed  for  space  and  subsequent  to  this  discontinuation,  a new  department 
having  to  do  with  new  members  in  the  Society  was  begun.  This  new  feature  received 
many  favorable  comments  and  seemed  to  be  a significant  factor  in  a friendly  growth 
of  the  Society. 

Unfortunately,  the  motives  of  the  Journal  were  questioned  by  some  and  this 
was  brought  to  the  fore  by  our  new  President,  Dr.  Willard  Preston  who  felt  that  this 
omission  was  inexcusable.  His  President’s  Page  in  this  issue  speaks  for  itself. 

In  the  group  of  eleven  members  not  eulogized  in  these  pages  are  four  who  had 
been  members  of  this  Society  for  more  than  fifty  years.  To  single  out  any  one  for 
special  comment  would  be  unfair  to  the  others.  In  this  list,  however,  one  can  easily 
find  the  names  of  distinguished  physicians  who  have  contributed  significantly  to  the 
growth  of  this  Society,  the  medical  profession,  and  to  their  communities. 

THE  EDITOR 
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'‘There  is  no  heart,  that  is  not  the 
Sepulchre  of  one  or  more  dead.” 

In  the  Hall  of  Fame — the  “American  Val- 
halla”— where  the  names  of  our  most  dis- 
tinguished Americans  are  supposed  to  go  when 
their  bodies  die,  are  the  names  of  many  law- 
yers, soldiers  and  business  men,  but  remark- 
able to  relate,  not  one  physician.  This  may 
be  regarded  as  a tribute  to  the  modesty  of  the 
physician — his  work  is  done  so  quietly  and 
unostentatiously — that  few  of  the  public 
realize  that  it  is  worthy  of  recognition  in  the 
shape  of  monuments  and  memorials. 

It  is  difficult  to  find  a palliative  for  the 
repulsive  thought  of  death  in  pagan  or 
naturalistic  philosophies.  To  the  pagen,  life 
was  a riddle;  an  hourglass,  ending  when  the 
yellow  grain  of  sand  was  run;  it  was  a “Swal- 
low flitting  from  the  night  into  the  brightness 


of  a banquet  room,”  thence,  “Out  again  into 
the  night;  a single  ray  of  light  shining  through 
the  grating  of  a dungeon  cell,  then  creeping 
across  the  dungeon  floor  until  it  vanishes  with 
the  setting  sun.” 

True  physicians,  they  may  be  Christian  or 
Hebrew,  believe  in  no  riddle  of  life.  'Fheir 
hope  is  in  the  fulfillment  of  a promise  in  death. 
Death  is  the  antechamber  leading  to  life  ever- 
lasting, a bridge  spanning  a mortal  and  im- 
mortal life. 

“Death  is  delightful,  death  is  dawn 
The  waking  from  a weary  night 
Of  fever  into  truth  and  light.” 

To  these  dedicated  and  respected  members 
of  the  Medical  Society  of  Delaware,  listed  be- 
low, who  have  passed  to  their  eternal  reward, 
this  page  is  respectfully  dedicated. 


Douglas  H.  Aitken,  M.D. 
ConweU  Banton,  M.D. 

James  Beebe,  Sr.,  M.D. 

I.  Lewis  Chipman,  Sr.,  M.D. 
William  T.  Chipman,  M.D. 
Abram  J.  Gross,  M.D. 

William  H.  Kraemer,  M.D. 
Samuel  M.  D.  Marshall,  M.D. 
William  V.  Marshall,  M.D. 
Leslie  I.  Maske,  M.D. 
Clarence  J.  Prickett,  M.D. 


Born 

Joined 

Society 

Died 

1917 

1950 

1961 

1875 

1946 

1961 

1881 

1906 

1962 

1880 

1909 

1962 

1891 

1914 

1961 

1893 

1921 

1960 

1879 

1908 

1962 

1884 

1909 

1961 

1892 

1913 

1960 

1908 

1940 

1961 

1888 

1917 

1961 

358 


December,  1962 


^uedt  ^clitoriai 


THOSE  WHO  THINK  SO  SHOULD  SAY  SO 


Several  years  ago  I read  a paper  before  the 
Section  on  General  Practice  of  the  American 
Medical  Association.  It  was  not  my  first  pa- 
lmer, nor  last;  it  was  merely  the  only  one  I ever 
wrote  which  seemed  to  impress  anyone  ex- 
cept myself.  The  material  was  not  new;  it  was 
not  astounding;  it  was  a resume  of  the  many- 
sided  problem  of  functional  illness  and  how 
it  concerned  the  practice  of  medicine.  One 
thus  offering  his  scientific  or  philosophic  con- 
clusions for  public  notice  is  accustomed  to  re- 
ceiving a few  requests  for  reprints.  They  are 
not  displeasing,  but  there  had  never  been,  in 
my  previous  experience,  more  than  a half- 
dozen  such.  To  tell  the  truth,  I don’t  think 
they  were  very  good,  as  I remember  them. 
But  the  little  paper  on  functional  illness 
struck  a chord; there  were  hundreds  of  letters 
and  cards.  It  astounded  me  and  also  humbled 
me,  for  I could  not  see  just  what  there  was 
about  it  so  unusual.  It  was  very  basic  material 
about  a very  common  set  of  ailments. 

I remembered  this  experience  when  the 
A.A.P.S.  reprinted  and  distributed  a tribute 
to  the  medical  profession  from  an  Akron 
Newspaper.  It  was  a flattering  and  even  some- 
what exaggerated  appraisal  of  our  work,  and 
a stout  defense  of  our  ancient  citadel.  It  was 
heartwarming.  And  then  I fell  to  wondering: 
how  many  of  us  will  write  the  man  and  tell 
him  he  did  a good  job? 

Man  is  never  satisfied  with  himself  as  he 
is.  He  is  forever  inspecting  himself  and  hardly 
ever  does  he  see  anything  very  encouraging 
or  anything  which  could  not  stand  improve- 
ment. So  much  does  he  concentrate  on  him- 
self as  he  sees  himself  that  he  becomes  self- 
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conscious.  It  seems  inconceivable  that  others 
are  not  also  familiar  with  those  wormy  con- 
ditions and  motheaten  areas  of  moral  decrepi- 
tude which  are  so  clear  to  him.  It  is  thus  easy, 
particularly  in  an  era  of  egahtarianism,  to 
stoop,  squat  or  lie  in  an  inoffensive  and  hu- 
miliating position.  But  it  is  also  an  unnatural 
posture;  among  man’s  immutable  characteris- 
tics is  predominant  self-interest.  He  has  never 
yet  been  sufficiently  praised.  And  he  is  al- 
ways pleased  to  hear  that  someone,  someone 
whom  he  does  not  know,  someone  who  did 
not  have  to  say  so,  has  declared  that  some- 
thing he  did  was  a good  thing. 

We  have  not  so  great  a cushion  of  praise 
that  we  can  afford  to  become  careless.  We 
should  remember  how  many  friends  spoke 
for  us,  thus  encouraging  Congress  to  speak  for 
us.  We  have  many  anonymous  friends,  many 
of  them  having  had  no  reason  to  help  us  ex- 
cept they  believed  we  were  worth  helping.  I 
suggest  this:  when  anyone,  doctor  or  not,  does 
or  speaks  or  writes  something  which  reflects 
credit  on  man,  qua  man,  those  who  know  so, 
and  think  so,  should  say  so.  What  a terrific 
impact  a thousand  letters  of  praise  would 
have!  But  more  important:  how  much  eleva- 
ting humility  would  be  loosed  in  the  breast  of 
each  one  who  might  extend  so  friendly  and 
complimentary  a gesture!!  We  have  a talent 
for  writing  letters  of  invective.  There  are  in- 
deed acts  which  so  degrade  man  as  to  justify 
dissent.  These  messages,  I beheve  are  chiefly 
of  solace  to  the  writer.  A more  positive  and 
a more  civilized  move  is  the  letter  of  approval. 
There  is  nothing,  and  I repeat,  nothing,  which 
can  so  soften  the  heart  and  move  the  soul  of 
man. 

Robert  J.  Needles,  M.D. 

St.  Petersburg,  Florida 
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DEPARTMENT  OF  GENERAL  PRACTICE  AT  ST.  FRANCIS  HOSPITAL 


The  Hospital  has  approved  the  following 
program : 

The  Medical  Clinic  has  been  abandoned 
except  for  consultation  purposes. 

A General  Clinic,  manned  by  general  prac- 
titioners, has  been  established  to  function  on 
Wednesdays,  starting  at  9:00  A.M. 

Functions 

To  see  all  new  medical  patients  and  those 
previously  treated  in  the  medical  clinic. 

To  carry  out  definitive  medical  functions, 
diagnostic  and  therapeutic,  including  a com- 
plete history  and  physical. 

To  ask  for  consultations  if  necessary  from 
other  departments  and  then  have  the  patient 
returned  for  further  management. 

To  transfer  patients  for  definitive  treatment 
(if  so  proven  necessary)  to  the  appropriate 
clinics,  or  to  ask  for  consultations  from  these 
clinics  and  have  the  patient  returned. 

Requested  consultations  are  to  be  fulfilled 
by  the  Chief  or  other  qualified  staff  members 
within  one  week  or  sooner,  if  emergency  exists. 
These  staff  members  need  not  have  a regularly 
scheduled  clinic  at  present,  but  consultation 
can  be  arranged  by  appointment  at  the  plea- 
sure of  the  indicated  Chief,  but  with  the  same 
qualifications. 

Assignments  are  made  by  the  Director  of 
the  Department  of  Medicine  and  the  Chief 
of  the  Department  of  General  Practice. 

The  Department  of  General  Practice  at  St. 
Francis  Hospital  was  organized  in  1956  as  a 
segment  of  the  Medical  Staff  comparable  to 
other  staff  departments.  However,  it  is  not  a 
clinical  service  and  its  responsibilities  are 
limited  to  administration  and  education.  No 
patients  are  admitted  to  the  department,  but 
the  department  is  responsible  for  conducting 
an  outpatient  “screening”  or  general  clinic, 
referring  patients  after  evaluation  to  the  ap- 
propriate in-patient  service  or  outpatient 
clinic. 

Since  the  Department  of  General  Practice 
does  not  have  a separate  service,  its  32  mem- 
bers have  privileges  in  the  clinical  services  of 


other  departments  in  accord  with  their  ex- 
perience and  training  and  the  recommenda- 
tions of  the  Credentials  Committee.  For 
example,  nine  members  are  assigned  to  the 
Department  of  Obstetrics,  two  to  Pediatrics, 
and  one  member  is  assigned  to  the  Department 
of  Surgery  to  assist  in  Surgical  Clinic.  An- 
other member  has  an  assignment  in  E.N.T. 
(ward  service  and  clinic).  Two  members  par- 
ticipate in  clinical  service  in  Metabohsm. 
Duties  of  the  remainder  of  the  Department 
are  concerned  with  manning  the  General 
Clinic,  which  is  held  each  Wednesday  at  9:00 
A.M.,  and  with  assignments  on  the  regular 
medical  service  throughout  the  year  for  the 
hospital’s  in-patients. 

Active  members  of  the  Department  of  Gen- 
eral Practice  having  privileges  in  a clinical 
department  are  required  to  attend  50%  of 
monthly  meetings  of  that  department,  just 
as  all  other  Major  Staff  members  of  that  de- 
partment. 

PROFESSIONAL  PRIVILEGES  OF 
GENERAL  PRACTITIONERS 
General  Principles 

1.  The  accordance  of  staff  membership  or 
of  professional  privileges  in  the  hospital  shall 
not  be  dependent  upon  certification  nor  mem- 
bership in  special  societies. 

2.  Members  of  the  Department  of  General 
Practice  individually  may  expect,  or  be  ex- 
pected, to  participate  in  any  clinical  service 
for  which  they  can  qualify.  In  this  activity 
whether  in  the  in-  or  out-patient  sections,  or 
in  the  care  of  private  or  non-private  patients, 
they  shall  be  subject  to  the  jurisdiction  of  the 
clinical  specialty  service  involved. 

3.  Evaluation  of  the  clinical  abilities  of  a 
general  practitioner  shall  be  based  upon  the 
quality  of  his  individual  training,  judgment, 
skill,  and  results. 

4.  The  establishment  of  a Department  of 
General  Practice  shall  not  curtail  the  pro- 
fessional privilege  or  status  already  held  by 
the  individual  practitioner. 
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Memorial  Hospital  New  Officers  elected  to  the  medical  staff  of  the  Memorial  Hospital,  Wil- 
Staff  min;;ton  are:  A.  Henry  Clagett,  Jr.,  president,  succeeding  Joseph  W. 

Abbiss,  M.D.;  Frank  M.  Hoops,  D.D.S.,  vice-president;  and  Leroy  R. 
Kim.ble,  M.D.,  secretary-treasurer. 


Wilmington  Oflicers  for  1963  elected  to  serve  on  the  medical  staff  of  the  Wilmington 

General  Staff  General  Hospital  are:  David  J.  King,  M.D.,  president,  succeeding  Leslie 

W.  Whitney,  M.D.;  Harry  J.  Repman,  M.D.,  vice-president;  Jack  Gelb, 
M.D.,  secretary,  succeeding  Theodore  B.  Strange,  M.D.;  Joseph  V.  Cas- 
sella,  M.D.,  treasurer. 


Personal  Floyd  I.  Hudson,  M.D.,  was  luncheon  speaker  for  a technical  conference 

Glimpses  ^ir  pollution,  sponsored  by  the  Mid-Atlantic  States  Section  of  the  Air 

Pollution  Control  Association  . . . Walter  H.  Lee,  M.D.,  chairman  of  the 
Delaware  State  Hospital’s  board  of  trustees,  has  been  made  chairman  of 
the  hospital’s  ten-year  planning  committee;  M.  A.  Tarumianz,  M.D., 
continues  on  the  committee  as  vice-chairman  . . . Otakar  J.  Poliak,  M.D., 
was  elected  president  of  the  American  Society  for  the  Study  of  Arterio- 
sclerosis and  was  chairman  of  the  Council  on  Arteriosclerosis  of  the 
American  Heart  Association  at  its  annual  convention  . . . Participants  in 
an  all-day  program  on  Disaster  Nursing,  sponsored  by  the  nursing  services 
units  of  the  Delaware  Chapter,  American  Red  Cross  and  the  Medical 
Society  of  Delaware  were:  John  H.  Benge,  M.D.,  medical  chairman  of 
the  Delaware  Chapter,  American  Red  Cross,  who  spoke  on  internal 
medicine;  Sylvester  W.  Rennie,  M.D.,  on  obstetrics;  Leslie  W.  Whitney, 
M.D.,  on  surgery;  Frank  W.  Baker,  co-chairman  medical  services,  who 
presented  a disaster  film;  and  Douglas  M.  Gay,  M.D.,  co-chairman  medical 
services,  who  spoke  on  “Philosophy  and  Guidelines”  ....  Harlan  F.,. 
Haines,  M.D.,  returning  to  his  birthplace,  Seaford,  Delaware,  for  retire- 
ment was  interviewed  and  written  up  under  Seaford  People  You  Should 
Know  . . . 


On  Eligibility  of 
Dependents’ 
Medical  Care 


Continued  eligibility  for  medical  care  is  due  the  dependents  of  those 
service  men  retained  beyond  the  expected  expiration  of  active  duty  tours. 
Since  the  involuntary  extension  of  these  tours  became  effective  immedi- 
ately, an  extended  date  for  benefit  eligibility  may  not  appear  on  the 
dependent’s  uniform  services  identification  card  (DD  Form  1173).  Physi- 
cians and  hospital  authorities  have  been  asked  to  exercise  patience  and 
understanding  in  handling  these  cases  on  reasonable  evidence — such  as 
allotment  checks,  special  orders,  directives,  or  personal  letters — that  the 
dependent’s  sponsor  is  on  active  duty.  No  claims  may  be  processed  for 
payment  unless  the  dependent  has  provided  a valid  DD  Form  1173  or  a 
statement  of  eligibility  as  required  by  our  contract.  This  request  comes 
from  Bryan  C.  T.  Fenton,  Colonel,  MC. 
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PRESIDENT’S  MESSAGE 

With  enthusiasm  and  anticipation,  I look  forward  to  working  with  our 
chairmen,  their  committees  and  all  auxiliary  members  in  this  coming  year. 
The  enthusiasm  is  for  all  we  accomplished  under  our  able  president,  Mrs. 
Joseph  V.  Casella;  the  anticipation  is  for  our  auxiliary’s  continued  contribu- 
tions to  the  community,  the  State  and  the  Medical  Society  of  Delaware. 
Our  objectives  are  . . to  advance  medicine,  better  public  health,  cultivate 
friendly  relations  and  promote  mutual  understanding  . . .” 

Marguerite  Richards 
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